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ATROPHY 


“Maltose is indicated in very difficult 
feeding cases and in severe cases of mal- 
nutrition and atrophy. It is part of the 
routine in the treatment of chronic 
indigestion from fat. Carbohydrate in- 
digestion is more frequently seen in 
cases fed on lactose or on cane sugar: 
in such cases maltose is indicated.” 


MEAD’S DEXTRI-MALTOSE 


EAD’S DEXTRI-MALTOSE is usually 
indicated for feeding difficult cases. 


While all carbohydrates can cause nutritional 
disturbances, it has been shown that Mead’s 
Dextri-Maltose is the form least likely to cause 
such disorders as fermentative diarrhoea, indi- 
gestion in infants, having a low tolerance for 
sugar. 

It is because this carbohydrate is better 
tolerated by the majority of infants with an in- 
clination to diarrhoea that it is used so exten- 
sively in cases where such a condition has been 
present. 


This, coupled with the fact that it can be 
given sooner and in larger amounts in cases re- 
covering from nutritional disturbances, is added 
assurance that satisfactory gains in weight will 
result with less danger of a return of the com- 
plaint. 


THE MEAD POLICY 
Mead's infant diet materials are advertised only to physicians 
No feeding directions accompary trade packages. Information in re- 
gard to feeding is supplied to the mother by written instructions 
from her doctor, who changes the feedings from time to time to meet 
the nutritional requirements of the growing infant. Literature 
furnished only to iectiaie. 


s, 


MEAD JOHNSON & COMPANY 


EVANSVILLE, INDIANA 
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THE IMPORTANCE OF STAINED PREPARATIONS IN THE 
STUDY OF AMEBIC INFECTIONS 


WituiaM A. RILEY 
Department of Zoology, University of Minnesota 
Minneapolis 


ieee prevalent idea that amebic infections of 
man can all be grouped under the two head- 
ings “histolytica” and “coli” and that the two 
species can be readily distinguished on the basis 
of relative motility and the presence or absence 
of included red corpuscles, has been shattered 
by the extensive studies of the past few years. 
Today the discussion as to pathogenicity is ex- 
tended to upwards of a dozen species and it will 
never be settled by a priori arguments but only 
by long continued clinical observations and criti- 
cal studies. An absolute requisite to such work 
is the accurate determination of the species of 
ameba involved. 

Even the physician who is still content to 
group his findings all under the two headings 
must realize that the motility of histolytica is 
greatly affected by temperature, variations in the 
reaction of the stool, and by length of time after 
discharge. The criterion of presence of red 
blood corpuscles in the endoplasm is practically 
diagnostic in the case of active dysentery, with 
bloody mucus, but it must be remembered that 
in the chronic cases, where the amebe are 
brought to light only after saline catharsis, they 
are rarely found with red blood corpuscles in- 
cluded. What technic, then, should be adopted 
in the study of these infections? 

There is no question but that the vegetative 
stages of the amebe are most readily noted in 
fresh preparations. The definite separation of 
the species is another matter and even the most 
experienced workers find carefully stained slides 
an important aid to diagnosis. The presence of 
more or less numerous inclusions of bacteria, 
spores, and similar inclusions will serve to rule 
out histolytica but the absence of these in an in- 
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dividual specimen does not prove that one is 
dealing with that species. Moreover, under the 
crowded conditions of the average laboratory the 
tendency is to base a diagnosis on the study of 
the first two or three organisms noted. Such 
a practice is unsafe, for concurrent infections 
with two or more species are of common oc- 
currence. 

While the study of the living form is inval- 
uable and may be, of itself, sufficient in typical 
cases, protozoologists are in agreement in con- 
sidering that the study of the cysts furnishes the 
most reliable method of differentiating species of 
amebe. Often they are the only forms avail- 
able and, unlike the motile stages, they retain 
their characteristics for some time after a stool 
has been passed. In case of necessity they may 
be preserved in feces in 10 per cent formalin for 
later study. In any event, proper staining meth- 
ods are essential for their determination. 

Whether it be in the study of vegetative forms 
or cysts, the stain should be the one which best 
brings out the nuclear structures. One has only 
to refer to the literature of protozoology to learn 
that the most available and most critical basis for 
the determination of genera and species of these 
minute organisms is afforded by the morphology 
of the nucleus. The statement, then, that ‘“nu- 
clear structures are about all that are brought 
out by the staining method” is by no means to 
be taken as a criticism of the technic. 

The standard and, once mastered, the most 
convenient method for preparation of permanent 
mounts is that of fixation in warm Schaudinn’s 
fluid and staining in iron hematoxylin. 

Schaudinn’s fluid is composed of two parts of 
saturated aqueous solution of corrosive subli- 
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mate, and one part of 95 per cent ethyl alcohol, 
acidulated by the addition of glacial acetic acid. 
A convenient quantity is: 

Saturated aqueous solution of corrosive 

sublimate 

95 per cent ethyl alcohol 

Glacial acetic acid 

It should be heated until steam is given off 
(60°—70° C.) immediately before using. Han- 
dling slides with forceps or allowing metal to 
come in contact with the solution in any way 
must be avoided or precipitates will ruin the 
preparations. The various stages may be out- 
lined as follows: 

1. By use of an applicator stick, or a match, 
smear the fresh fecal material over two-thirds 
of a thoroughly clean slide. The smear should 
be thicker than for ordinary bacteriological work 
and must not be allowed to dry at any stage until 
finally mounted in balsam. 

2. Fix in the warm Schaudinn’s fluid 15 
minutes. 

3. Rinse in 50 per cent alcohol 3 to 5 minutes. 

4. Transfer to 70 per cent alcohol to which 
has been added enough tincture of iodine to give 
a bright straw color, 10 minutes. If the fluid is 
bleached, renew it. 

5. Harden in 95 per cent alcohol, 1 hour or 
more. 

6. 70 per cent alcohol, 5 minutes. 

7. 50 per cent alcohol, 5 minutes. 

8. Rinse in distilled water. 
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9. Mordant in a 4 per cent solution of clear 
violet crystals of iron alum (ammonio-ferric sul- 
phate) in distilled water, 6 hours. 

10. Rinse in water. 

11. Stain in 0.5 per cent ripened solution of 
haematoxylin in distilled water, 6 hours to over 
night. 

12. Rinse in water. 

13. Differentiate in 2 per cent iron alum s0- 
lution, controlling by rinsing in water and ex- 
amining under the microscope from time to time. 
The background should be grayish and it is de- 
sirable to differentiate the slides to a slightly dif- 
ferent degree since it is not feasible to search 
long for cysts as controls. 

14. Wash in running water, 20 minutes. 

15. Dehydrate in 50, 70, 95 per cent and ab- 
solute alcohol, 5 minutes each. 

16. Clear in xylol, 5 minutes. 

17. Mount in Canada balsam. 

The periods suggested for mordanting and 
staining are not fixed, but usually work out con- 
veniently in practice and give excellent results. 
The whole process may be greatly reduced, even 
to the extent of mordanting for a half hour and 
staining for an hour, but this short method is 
more difficult to control. 

The properly prepared slide is not only valu- 
able for immediate diagnostic purposes but af- 
fords opportunity for careful, unhurried study. 
Moreover, it constitutes an important part of 
the permanent record of the case. 








SURGICAL TREATMENT OF UTERINE PROLAPSE* 


James C. Masson, M.D. 
Rochester, Minnesota 


I HESITATE somewhat to bring up the sub- 
ject of uterine prolapse, as there has been 
so much written on the subject in recent years. 
The reason for this, no doubt, is that the pro- 
fession is not always in accord as to the best type 
of treatment, probably because many of the op- 
erations advised are only suitable in special cases. 
Furthermore, the position of the uterus seldom 
causes symptoms per se but the accompanying 
drag on other pelvic organs, especially the blad- 
der, makes operation advisable. The age of the 
patient, her marital state, the relative danger of 
an abdominal or vaginal operation, and the se- 
verity of the symptoms must be carefully con- 
sidered in each case. Any routine type of oper- 
ation must be condemned as it would certainly 
be too radical in many cases or insufficient in 
others. 

It is necessary to realize that the uterus, blad- 
der, and rectum are incorporated in the upper 
pelvic diaphragm, and they must be considered 
parts of it. In all cases of uterine prolapse, the 
bladder and rectal walls are involved to a greater 
or less extent in this downward displacement. 
The malposition is made possible by laceration or 
overstretching of the pubosacral fascia and mus- 
cles, which first allows backward displacement of 
the uterus, and later prolapse. If the pelvic floor 
is torn, rectocele will also develop. The condi- 
tion must be regarded and treated as a hernia. 

The anatomy of the female pelvis varies prob- 
ably more than the anatomy in any other part of 
the body, and anomalies are common. It is be- 
lieved that the uterus is normally slightly mov- 
able, but in a position of anterior flexion, and 
held in this position by the pelvic diaphragm, the 
cardinal ligaments, the round ligaments, the uter- 
osacral ligaments, and intra-abdominal pressure. 
Variations from this position, described as nor- 
mal in textbooks, are often found in the course 
of general examination. They do not often give 
rise to symptoms. Stacy reported 20.2 per cent 
of uncomplicated retroversions in 1,000 unmar- 
ried women examined at The Mayo Clinic. Such 
cases must be looked on as congenital, and I be- 


*From the Division of Surgery, The Mayo Clinic, Rochester, 
Minnesota. Submitted for publication December 12, 1928. 
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lieve that any attempt to change the position of 
the uterus in such cases is likely to cause dis- 
comfort, and that little if any protection will be 
afforded against later prolapse. Such cases are 
often associated with an infantile type of uterus, 
and imperfect development of the uterine sup- 
port. After the menopause, uterine prolapse oc- 
casionally develops in nulliparous women, but it 
is not likely to be associated with cystocele or 
rectocele, and gives little if any trouble until the 
cervix presents at the vulva. When operation is 
advisable in such cases, amputation of the cervix, 
with ventral fixation, gives good results. 

The type of case under discussion is acquired 
malposition of the uterus, practically always the 
result of the trauma of child bearing, or of in- 
fection. It is difficult to conceive of hard work 
or position per se causing anatomic changes from 
the normal, but if acquired or congenital re- 
troversion has been present such factors would 
undoubtedly increase the tendency to procidentia. 
Uterine prolapse is always preceded by retrodis- 
placement of the body of the uterus. As long 
as the cervix is held in the hollow of the sacrum, 
and the corpus well anterior to it, there is little 
tendency to descensus, even when there is ex- 
tensive laceration of the lower pelvic diaphragm. 
On the other hand, the uterus will gradually de- 
scend to a lower and still lower level when retro- 
verted, as the result of overstretching or lacera- 
tion of the upper pelvic diaphragm, and the 
cardinal, uterosacral, and round ligaments, par- 
ticularly if the perineum has also been badly 
lacerated. Increased intra-abdominal pressure 
and the upright posture aggravate the condition. 


TREATMENT 


Many of the radical operations necessary for 
marked degrees of uterine prolapse, cystocele, 
and rectocele in women who have passed the 
menopause could be avoided by proper manage- 
ment and minor operations earlier in life. The 
majority of women applying for treatment for 
procidentia date their troubles from their first 
confinement. Failure on the part of the general 
practitioner or obstetrician to recognize and ad- 
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equately treat subinvolution, pelvic infections, 
and lacerations of the cervix and perineum, is 
responsible for the amount of radical treatment 
later. Cases for operative treatment may be di- 
vided into four main groups: (1) those in which 
it is expedient to preserve the function of child- 
bearing; (2) those in which it is important to 
preserve the pelvic organs, and in which there 


Fig. 1. Modified Gilliam operation by shortening the round 
ligaments through the internal abdominal ring. 


are contraindications to the production of steril- 
ity; (3) those in which the patients are near 
or have passed the menopause, and there is no 
contraindication to removal of the uterus, or, if 
advisable, the uterus, tubes, and ovaries, and (4) 
those in which partial or complete obliteration of 
the vagina will be the best method of taking care 
of the condition. 

In treating patients during the child-bearing 
period, an attempt should be made to restore as 
nearly as possible the normal relations, and not 
to interfere with function. Repair of lacerations, 
or superficial cauterization, is therefore prefer- 
able to amputation or thorough cauterization, and 
shortening of ligaments is preferable to perma- 
nent fixation or other radical changes in the ana- 
tomic relations. For most women under the age 
of thirty-six with a well developed prolapse ac- 
companied by cystocele and rectocele, it is ad- 
visable to perform anterior colporrhaphy for cys- 
tocele, and perineorrhaphy for rectocele, with 
either external or internal shortening of the 
round ligaments. External shortening of the 
round ligaments of the Alexander type is now 
seldom advised. Opening the abdomen adds lit- 
tle if any risk to an operation, and there are often 
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other surgical conditions within the abdomen 
which can be taken care of at the same time. 
The extraperitoneal operation is very satisfac- 
tory, however, and should be used more fre- 
quently if there is no other evidence of disease 
in the abdominal or pelvic organs. When the 
abdomen is opened, I prefer a modified Gilliam 
type of shortening (Fig. 1), but the Baldy-Web- 


Fig. 2. Modification of the Watkins-Wertheim operation in 
which the uterus is too large to use in the ordinary way. The 
cervix is amputated. The anterior wall and all the endometrium, 
including the interstitial part of the tube, are removed from the 
uterus. The remaining part of the uterus is stitched together, 
making a mass about half the size of the original uterus. 


ster type is also satisfactory. If a raw surface 
is to be left on the anterior uterine wall as the re- 
sult of separation of adhesions or myomectomy, 
the Coffey or Willis type of anterior plication of 
the broad and round ligaments is satisfactory, 
and if a raw surface exists on the posterior uter- 
ine wall, posterior plication, as advised by Ven- 
able, should be the operation preferred. 

If women are close to or have passed the men- 
opause, and slight prolapse and troublesome cys- 
tocele or rectocele exist, I advise a Watkins- 
Wertheim interposition operation, ligating the 
tubes if necessary, and repairing the pelvic floor. 
In many cases, especially before the menopause, 
the uterus is too large for this procedure, and 
if the regular technic is followed the patients 





SURGICAL TREATMENT OF UTERINE PROLAPSE—MASSON 69 


complain of a bulging in the introitus. To over- 
come this, it may be advisable to reduce the size 
of the uterus by removing part of it. A wedge- 
shaped piece can be removed from the fundus, 
and the cervix can be amputated, but I prefer 
to remove all the anterior wall, and thoroughly 
denude all the mucous membrane from the uter- 
ine cavity and cervix, cutting a wedge-shaped 


. i a / 
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Fig. 3. Mayo vaginal hysterectomy. 
clamping broad ligaments. 


Uterus removed, after 
piece from the fundus on each side at the site 
of entrance of the fallopian tubes (Fig. 2). Bleed- 
ing is controlled by suture, and the resulting 
uterine tissue, less than half the size of the orig- 
inal organ, is sutured under the bladder in the 
regular way. The results are good in practically 
all cases. This operation deserves special men- 
tion as it effectually cures the cystocele, elimi- 
nates the danger of carcinoma, and prevents 
troublesome and dangerous sequel such as dis- 


tortion of the base of the bladder or anterior 
vaginal wall, or the possibility of pregnancy. 

I believe that failure following the Watkins- 
Wertheim type of operation is due, first, to poor 
selection of cases, especially cases of marked 
prolapse, and second to failure on the part of the 
operator to free the bladder sufficiently, and to fix 
the uterus adequately to the uteropubic fascia. 


Fig. 4. Approximated broad ligament stitched under pubic 
arch and anterior vaginal wall, as in Watkins-Wertheim opera- 
tion. 


The Mayo operation for cystocele and pro- 
lapse is especially suited for cases in which large 
cystoceles and marked prolapse are present. The 
more marked the prolapse, however, the shortet 
the vagina, after the operation is completed, but 
as most of these patients are advanced in years, 
this is not a serious objection. The principle of 
the operation is exactly the same as in the Wat- 
kins-Wertheim, except that on account of the 
marked stretching of the broad and associated 
ligaments, allowing an extreme degree of pro- 
lapse, the uterus is removed (Fig. 3). The ap- 
proximated broad ligaments are sutured under 
the bladder and into the anterior vaginal wall, 
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in the same manner as in the other operation 
(Fig. 4). 

In cases of marked prolapse, and relatively 
small cystocele, good results are obtained by 
first performing perineorrhaphy, then opening 
the abdomen through a low median-line incision, 
and fixing the uterus into the anterior abdominal 
wall. The size of the uterus and the extent of 
prolapse will determine whether simply to fix the 
fundus of the uterus to the under surface of the 
rectus muscles as in the Vineberg, Leopold, 
Kelly or Olshausen operation, or to draw the 
body of the uterus through the incision, as in 
the Kochen or Murphy operation. In cases of 
extreme prolapse, it is sometimes advisable to 
perform subtotal or total abdominal hysterectomy 
and to anchor the vault of the vagina into the 
abdominal wound. None of the operations men- 
tioned in which the uterus or vault of the vagina 
is fixed anteriorly is satisfactory if the prolapse 
is complicated with cystocele, as there is a marked 
tendency for it to increase in size if the patient is 
on her feet much. 

It is sometimes advisable in elderly patients 
with procidentia and a large cystocele and rec- 
tocele to denude the mucous membrane on either 
side of the vagina from the introitus to the cer- 
vix uteri, and to approximate these raw surfaces 
as in the La Fort operation, holding the uterus 
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well up and commencing the suturing at the vauit 
of the vagina, leaving two narrow mucous tracis 
to take care of any discharge from the uterus. 
If a vaginal hernia develops following hysterec- 
tomy, it is sometimes necessary to obliterate the 
vagina completely by first removing all the vag- 
inal mucous membrane, and closing the opening 
by multiple circular sutures, commencing at the 
top and working down to the introitus, simply 
leaving room for the urethra under the pubis. 


CONCLUSIONS 


1. A tendency to procidentia can be overcome 
in most instances by satisfactory repair of lac- 
erations at childbirth, and the early institution of 
non-operative measures. 

2. It is important to realize that the condition 
under treatment is a hernia, and that the larger 
the hernial opening the more difficult the closure. 

3. The type of operation should be carefully 
selected in each case. One should keep in mind 
the extent of the prolapse, the size of the asso- 
ciated cystocele, the age of the patient, her mari- 
tal state, and the relative danger of an abdominal 
or perineal operation. 

4. Perineorrhaphy is essential in all cases. 

5. In difficult and recurrent cases, it is some- 
times advisable to obliterate the vagina. 








CONGENITAL 
VAGINA: 


MALFORMATIONS OF THE UTERUS 
REPORT OF THREE CASES 


Frank E. Kurman, Pu.C., B.A., M.D. 
and 
James R. Mantey, M.D., F.A.C.S. 
Duluth, Minnesota 


ALFORMATIONS of the uterus are often 

due to the persistence of septa, either 
transverse, longitudinal, or a combination of 
both. Three types are thereby produced: 

1. Double uterus and vagina, owing to fail- 
ure of fusion of the two Miillerian ducts. 

2. Genital canal atresia, due to the ‘act that 
the fused Miillerian ducts fail to open into the 
urogenital sinus. 

3. Double uterus and vagina with unilateral 
atresia. Since fusion of the Miillerian ducts be- 
gins from below upwards, the lower fused ducts 
form the vagina; the middle parts form the 
uterus, and the non-fused upper portions become 
the Fallopian tubes. 

Secause of the order in which fusion of the 
ducts takes place, it is common to find a double 
uterus with one vagina, or a double fundus with 
common cervix and vagina; but the reverse con- 


dition, namely, double vagina with undivided 
uterus or double cervix with undivided fundus 
is never found. 

Double vagina occurs in some cases of double 
uterus if the septum between the two halves of 


the vagina extends to the vulva. If the septum 
stops short of the vulva, the orifice may be single 
and the septum or portions of it are discovered 
only on digital examination or after marriage 
when symptoms occur. In some cases one half 
of the vagina is enlarged, the other half ending 
as a blind pouch. 

Double uterus may occur as one of three types, 
namely, uterus septus, uterus bicornis, or uterus 
didelphys. In the first two the cervix may be 
either single or double but in the last type there 
are always two cervices. 

In uterus septus, the external fusion of the 
Miillerian ducts has occurred, but the septum 
formed by their approximation persists, making 
the uterus appear normal outwardly. Section, 
however, reveals two cavities. The septum may 
extend to the vulva, giving the appearance of a 
double barreled gun; or it may involve only the 
uterus, the vagina being single; or the external 
os may not be reached so that the cervix appears 


normal. The last type is the uterus subseptus. 

Where external union has occurred in the low- 
er parts of the uterine body, but is absent in the 
upper part, we have a condition known as uterus 
bicornis. In this condition the extent of the sep- 
tum varies, reaching to the vulva, to the os exter- 
num, or to the os internum only, in which case it 
is called uterus bicornis unicollis. Where the 
two halves of the uterus remain distinct exter- 
nally and can be moved independently of one 
another, we have uterus didelphys. Here the 
vagina is invariably double with only a connective 
tissue union of the two halves. 

A fold of peritoneum usually passes between 
the two halves, extending directly from the blad- 
der to the rectum. A separate ovary and Fal- 
lopian tube are united to each uterus. Often the 
halves are unequally developed and one vagina 
may end blindly above the vulva so that the cor- 
responding uterus is shut off from the outside. 
This condition existed in one of our cases. 

Where one half of a double uterus is occluded 
at the cervix, or atresia of the corresponding 
vagina is present, hematometra usually occurs. 
DeLee states that the connecting bridge of tissue 
between the two uteri is usually imperforated 
and even if the two halves are broadly opposed, 
the two cavities do not communicate. Case num- 
ber one in our series is interesting, because the 
two halves of the uterus did communicate, and 
because of this, hematometra was absent in the 
right uterus. As shown in the diagram it is our 
theory that if menstruation did occur in the right 
uterus, the blood passed into the left uterus and 
passed away through the left vagina. 


Case 1—Mrs. J. D. P., female, aged 27, consulted 
one of us (F.E.K.) in June, 1928, complaining of the 
following: Goiter (twenty years’ duration), nervousness, 
palpitation, loss of weight (40 pounds in one year), 
belching during meals, fatigue, pain over the loins, 
abscesses in the vagina which broke about once every 
three months; also pain in the rectum with mucus dis- 
charge. Physical examination revealed a tender mass, 
the size of an orange, in the right cul-de-sac, running 
along the lateral vaginal wall and separate from the 
uterus. The uterus was slightly enlarged and freely 
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Fig. 1. 
munication between the rectum and the blind pouch. 
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BEPORE OPERATION 
8 


A—xX-ray picture showing blind pouch injected with barium. The catheter in the rectum shows the absence of com- 


B—Diagram showing relation of blind pouch to the rectum before operation, 


C—Same case after operation. 
movable. Rectal examination revealed a prolapse of 
the mucous membrane, also a blind pouch with its open- 
ing between the rectum and the coccyx. It appeared 
as if the rectum was divided into two parts, both 
these parts being surrounded by the sphincter and ex- 
ternus. 

Past History—Usual childhood diseases; menses es- 
tablished at thirteen years of age and have been reg- 


Fig 2. 


ular every twenty-eight days, lasting eight to ten days 
and being very profuse. Menses are accompanied by 
severe pains and vomiting lasting two weeks, confining 
patient to bed and necessitating morphine for the pain. 
This condition prevailed until the operation described 
below was performed in 1924. 

In 1924 (Fig. 2) examination revealed an enlarged thy- 
roid gland and normal heart and lungs; a tender round 
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Diagram of condition present in 1924 before operation 
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mass the size of an egg was felt in the right lower ab- 
dominal quadrant. This mass seemed to be continuous 
with a well formed irregular mass in the right vaginal 
wall and a large mass was felt in the left fornix. This 
mass enlarged at each menses. At operation a double 
uterus with a small communication between the two 
halves was found. A tube and round ligament came 
from the lateral wall of each uterus. The right tube 
was enlarged, inflamed and adherent to a large ovarian 
cyst filled with blood. The right uterus terminated at 
a point in the vault of the vagina, but no communica- 
tion could be found. The left tube and uterus were 
normal. The right tube, ovary and the larger right 
uterus and appendix were removed and the right round 
ligament was implanted into the lateral wall of the 
true uterus. 

Since 1924 the patient has had two healthy children. 

On August 15, 1928, the patient had a thyroidectomy 
done and on August 25, 1928, a large vaginal cyst, the 
size of an orange, was removed. This cyst ran under 
the right vaginal wall and contained cheesy material. 
The pathologist reported it to be an epidermoid cyst of 
the vagina. 

At a later operation the septum between the rectum 
and blind pouch was removed, making a single opening 
as shown in Figure C. The patient made an unevent- 
ful recovery and has had no further trouble since. 

Case 2—One of us (J.R.M.) was called in consul- 
tation to see this patient, a primipara, twenty-four years 
old, on April 8, 1928. The following history was 
elicited: Her last period was April 14, 1927. The de- 
velopment of the pregnancy was uneventful. She felt 
life at the usual time and expected her confinement 


January 19, 1928. Some time in December she ceased 
to feel life and her attending physician could not hear 
the fetal heart. On December 31, she had a few slight 
pains and had a slight bloody discharge. Her doctor 
advised that nothing be done. She was watched closely 
and nothing abnormal developed except that it was 
stated that the uterus seemed to be always firmly con- 
tracted and there was some tenderness. There was 
also an occasional slight bloody show. 

About March 27, 1928, she began to notice a little 
more bleeding but there was no pain, and her tempera- 
ture began to rise to 99.5 and 100 degrees each evening. 
She was brought to the hospital and the cervix was 
packed in an attempt to bring on labor pains. A few 
unsatisfactory pains developed but soon stopped. The 
uterus continued firm and hard. The next day a few 
small doses of pituitrin were given but nothing hap- 
pened except a few more slight pains. 

On Sunday, April 8, she was anesthetized and her at- 
tendant attempted to dilate the cervix when some sub- 
stance which was thought to be placenta was encoun- 
tered and was bored through with the finger. The 
breech was then found to be presenting. Some at- 
tempt was made to pull down the feet but the patient 
went into shock at this time so the attempt was 
abandoned. Heavy tenaculi were clamped on the breech 
and traction made with weights to prevent bleeding 
from what was supposed to be a placenta previa. 

She was seen at this time and found to be pale, with 
a pulse of 130 but no external bleeding. The uterus was 
tetanically contracted and very tender. A vaginal ex- 
amination showed what felt like a cervical ring dilated 
about three fingers’ breadth. The breech was present- 











ing and was forced down firmly into the pelvis. A di- 
agnosis of ruptured uterus was made on the | ome 
findings and an operation was done. 

The uterus was found torn off at the bladder at- 
tachment about three quarters of the way around and 
was held only by the parametrium. There was a mod- 
erate amount of blood in the uterine cavity. A small 
normal size uterus was found to the left of the preg- 
nant uterus, which had a normal tube, 
and parametrium on its outer side. The 


round ligament 
pregnant 


uterus had been attached to this by a broad pedicle 
which was torn across. There was no cervix attached 
to the pregnant uterus. The small uterus had to be 
removed in order to close the vagina. The vagina was 
closed and the bladder peritoneum stitched over it. 

The patient did not react well from her operation 
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and, in spite of intravenous glucose and so forth, d 
in about eighteen hours. 
possible due to lack of proper facilities. 


The accompanying drawing (Fig. 3) illustrates the coi 
This was apparently a uterus bicornis ri 


dition found. 
dimentarius with pregnancy in the rudimentary ho: 


The uterus was apparently torn off from the vagin: 


during the attempt to dilate the cervix. Koplovitze 
Brooklyn reports a similar case in which the fet 


was dead two months and an anterior vaginal hystc: 
ectomy was attempted. He got into the peritoneal cay 


ity and then did an abdominal operation and found 
condition similar to ours, with the pregnancy in 
rudimentary horn attached by a pedicle. 
recovered. 

Case 3—Mrs. N., aged 31, married six years, con- 
sulted us to determine the cause of her sterility. The 
history and physical examination were negative, except 
that on pelvic examination a double uterus (didelphys) 
was found. The Rubin test proved the tubes to be 
patent; air entering easily at 100 to 120 mm. of mer- 
cury pressure. Later lipiodol was injected into each 
cervix and an x-ray picture was taken which confirmed 
the diagnosis (Fig. 4). 


His patient 


CONCLUSIONS 

1. Anomalies of the genital tract occur more 
commonly than is supposed. 

2. Pregnancy occurring in cases of bicornuate 
uterus might result in disaster if not recognized 
early and proper treatment instituted. 

3. Each of the above cases demonstrates a 
different type of anomaly. 
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VERONAL AND PARALDEHYDE ADDICTION AND POISONING* 


GEORGE 


N. Ruuserc, M.D. 


Saint Paul 


have 
non- 


URING the last several years we 

been impressed ‘with the number of 
narcotic addicts and poisoning which have 
come to our attention, the most striking of 
this group being those caused by veronal and 
paraldehyde. Barbital, diethyl barbituric acid, 
under the trade name of Veronal, was intro- 
duced as a safe hypnotic in 1903. Kress in 1905 
published a long list of cases in which unfavor- 
able results had followed its use. In 1911-13 
in England and Wales, it occupied seventh place 
as the cause of death from all poisons. As a 
result it was scheduled as a “poison” and can 
there be obtained only by prescription, and a 
proper record being kept of its sales. In America 
it generally has been sold promiscuously to the 
public, its demand stimulated by advertising, and 
its use facilitated by the public obtaining it with- 
out restriction, either as to method or amount. 
This applies also to other members of the bar- 
bital group and other hypnotics. 

Barbital is a rather quickly acting hypnotic. 
Respiration and circulation are little affected by 
its medicinal use. In single doses it is safer 
than chloral. Its effect is long continued, due 
to its slow elimination from the body. Barbital 
is excreted unchanged, to the extent of 70% or 
more in the urine. The excretion is slow, some- 
times not reaching the maximum until the sec- 
ond day, and continuing on the third and fourth 
day after medicinal use. 

In acute poisoning the symptoms are usually 
those of depression of the central nervous sys- 
tem: clouding of the sensorium up to deep un- 
consciousness, with absence of corneal reflexes, 
Shallow feeble respiration (maybe Cheyne Stokes 
in type), cyanosis, subnormal or slightly elevated 
temperature, lowered blood pressure, slow pulse 
(sometimes irregular) are the symptoms com- 
monly found. The pupils are sometimes con- 
stricted, they maybe irregular, and are disor- 
dered as to reaction. There is often paralysis 
of the ocular muscles and double vision. The 
reflexes may be altered, and in severe poisoning 
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may be abolished. Death is due to respiratory 
failure. 

Mentally the picture is that of confusion, dis- 
orientation, thick and sometimes scanning 
speech; and’ the power of attention, retention 
and memory is variably impaired. Sometimes 
delusions of a paranoid trend are encountered. 
In other cases depression and a melancholic 
trend, while in others euphoria and expansive 
feelings are found. Sand has pointed out that, 
with the exception of a small number of acci- 
dental poisoning, the sufferers of barbitalism are 
possessed of a neurotic or psychic stigma. The 
cases of acute poisoning he found fell in the 
manic depressive, while the chronic users he 
found to be among the psychopathically inade- 
quate or inferior group. This has been our ex- 
perience. Many are alcoholic and some are suf- 
ferers from the morphine habit. 

The literature is full of reports of recovery 
from doses of 100 to 125 grains, or more. Death 
has been reported from as low a dose as 15 
grains, the fatal dose depending of course to a 
large extent on the personal equation and time 
of institution of treatment. However, the aver- 
age minimal lethal dose is 50 grains. 

Treatment consists of instituting institutional 
care. Supportive and eliminative measures 
should be taken. Bad prognostic signs are a 
prolonged unconsciousness, absence of reflexes 
and signs of circulatory failure. Those who re- 
main unconscious 5 days usually die. We have 
found that treatment outside an institution not 
only is difficult but is practically impossible in 
securing good results. Our preference is for im- 
mediate withdrawal of the drug, followed by 
treatment of a supportive and tonic nature. How- 
ever, it must borne in mind that these cases are 
usually due to a basic personality defect. It is 
then readily recognized that the same difficult 
problem found in dypsomania and drug addic- 
tion is found. Four cases are cited, illustrating 
some of the problems in veronal addiction. 

Case 1—This patient, a man aged 49, was seen in 
December, 1927. He was of the constitutionally inade- 


quate type. For ten years he had been on a spree 
every two or three months. During the last two years 
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he made serious efforts to reform and had been under 
institutional care three or four times. He suffered from 
general nervousness and insomnia. For this he took 
veronal and sometimes luminal. During the last year 
he claims to have left alcohol alone. I saw him at 
the hospital where he had been brought in an un- 
conscious condition. Empty bottles of luminal and 
veronal were found in his room, but it was impossible 
to estimate the exact number of grains taken. Our 
best calculation was between 40 and 50 grains in two 
days. He was cyanotic, his pulse was rather slow, 
blood pressure 110 over 70, with a trace of albumin in 
the urine. He slept for two days, and on awakening, 
he was disoriented as to place, his speech was thick and 
rather scanning, he had a coarse tremor, and he com- 
plained of a blurring of vision. These symptoms grad- 
ually disappeared, and he was discharged at the end of 
three weeks. Two months later the same event again 
occurred. He began the spree by taking 20 or 30 grains, 
and after that he didn’t remember how much he took. 
His condition for the first week was the same as in 
the previous attack, but the speech defect, impairment 
of judgment and memory, and defect of vision persisted 
for four months. After prolonged hospitalization he 
was discharged, and will probably resume his former 
habit in the near future. 

Case 2—On four different occasions, Mrs. C. 
came under my care from overindulgence in 
veronal. The first time was when at a _ public 
social entertainment her husky voice, babbling speech, 
drooping lids, staggering and general incoherence, led 
her friends to believe that she had been drinking. 
After her removal to a hospital, she sank into semi- 
stupor and could scarcely be awakened for several days. 
She had a very weak pulse, slow respiration, and was 
indifferent to pricks of a pin or other stimuli. She 
confessed that on the day of her collapse she had taken 
a dozen five grain tablets of veronal, and that for a 
few weeks previously she had been taking three to five 
tablets for sleep. A few months later she was taken 
with a mysterious drowsiness in California, and was 
taken home in a very sluggish and incodrdinate con- 
dition, being unable to walk alone or to talk clearly. 
This continued for ten days longer before I discovered 
a half empty bottle of veronal tablets in which she had 
been secretly indulging herself. On three other oc- 
casions, separated by intervals of years, she had re- 
currences of this indulgence, the last one, dial ciba 
having been used. She had several bottles of this 
drug concealed in various places about her house and 
two nurses who were in charge were unable to control 
her, because when one source of supply was discovered, 
she had recourse to other hidden bottles. It was only 
by her removal to an isolated part of the house to 
which she was rigidly confined, that the symptoms 
entirely cleared up. Within a year she died while 
abroad from a mysterious sickness, in which the symp- 
toms of veronal poisoning played a large part. 

Case 3—A woman, aged 45, of the inadequate con- 
stitutional type, for years had been a semi-invalid, hav- 
ing had various physical complaints and having seen 
many doctors. She had had her gallbladder and ap- 
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pendix removed, and on another occasion a surgeon 
did a gastroenterotomy. Her complaints continued and 
are present today. Eighteen years ago she began tak- 
ing veronal, and has taken it continuously since. About 
two years ago a change in personality began to be de- 
tected by her friends. She became depressed, com- 
plained more of her physical symptoms, lacked interest 
in anything except herself, and began to assume a 
melancholic trend. She persisted, however, in taking 
veronal against the advice of her friends and doctor. 
I saw her in March, 1928, for the first time. Her 
blood pressure was 100 over 70; pulse ranged from 100 
to 120; there was a fine tremor of both hands; her 
pupils and reflexes were normal. Her speech was 
monotonous, and she had a constant drooling from the 
mouth. Mentally she was depressed, talked of suicide, 
and blamed herself for committing what she called 
moral suicide, and considered herself a degenerate, al- 
though she had always been a very modest proper 
person, and highly respected by her friends. She ad- 
mitted taking from 7 to 10 grains every night. She 
refused to go to a hospital. She had a short time 
, previously been in a sanitarium in the east for three 
weeks, where the veronal was restricted, and she 
claimed she could not sleep and was more nervous on 
this account. She was placed under a nurse’s charge 
at home for two weeks, and veronal stopped. Her 
drooling gradually ceased, she became brighter, and 
more interested in things, and she gained eight pounds. 
She discharged the nurse at the end of that time and 
resumed taking veronal, and is doing so today. She 
only takes it now every third day, and her mental and 
physical condition has improved. 

Case 4—Mrs. F. had becn for many years addicted 
to the use of morphine in large amounts. At various 
times she had tried to break herself of the habit by 
the use of veronal in large quantities. Then she had 
to break herself of the veronal habit by the use of 
morphine, which seemed to produce less obvious symp- 
toms, and permitted her to again go into society. For 
many years she had tried this substitution of one habit 
for another, with the consequence that her toierance 
for both morphine and veronal was largely increased. 
She came under my care during a period of veronal 
indulgence. When I first saw her she was profoundly 
somnolent, had double vision, talked with slurring 
speech, was unable to walk without assistance. For a 
time I was in doubt whether it was not a case of 
encephalitis, and it was only by the discovery by the 
nurse of concealed boxes of veronal tablets, the con- 
tents of which diminished each day, that the diagnosis 
of veronal addiction was confirmed. The removal of 
the sources of supply led to her gradual recovery from 
the most important of her symptoms, but on one oc- 
casion she had evidently secured a new supply of 
veronal. She became profoundly stuporous, with weak 
pulse, inability to articulate, or to swallow fluids, and 
with very shallow respiration. After remaining in this 
condition for about a week she died. I was never able 
to ascertain the amount of veronal that she was taking. 

These four cases are examples of chronic 


poisoning, and illustrate the difficulty of treat- 
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ment outside of an institution or hospital. The 
most difficult problem of diagnosis was found in 
differentiating from encephalitis. Diagnosis at 


first is often impossible, unless a definite his- 
tory is obtained, or evidences of veronalism are 


found. 

Paraldehyde addiction is less common, and the 
reports in the literature are not very numerous. 
The physiologic action is very similar to that 
of chloral, but it causes less depression of the 
circulation and respiration. It is eliminated by 
the lungs and kidneys. It imparts a very char- 
acteristic and disagreeable odor to the breath. 
Tolerance is rapidly established. Not much is 
known of the fatal dose of this drug. One case 
has been reported in which death occurred after 
taking 6 or 7 drams, and in another 35 ounces 
caused severe, but not fatal, poisoning. Those 
accustomed to the use of paraldehyde can take 
enormous doses. Our experience has been that 
the same type of people taking veronal may also 


take paraldehyde and other drugs. 

Case 5—Mr. S., a lawyer, aged 51, was referred to 
me in 1922 by the late Dr. Sneve. He had suffered 
from anginal-like pain. He was found to have had 
lues, and Dr. Sneve had treated him for it with relief 
of his anginal pain. He suffered from insomnia, and 
the Doctor prescribed paraldehyde. He had used it 
for about six years at the time I saw him. He gave 
the appearance of a chronic alcoholic, his speech was 
thick, mentally he was sluggish, surly to his wife and 
friends, and neglected his practice. He retired at night 
with a six or eight ounce bottle of paraldehyde. He 
never measured the amount taken, but on waking up 
he usually took a good pull at the bottle. Frequently 
he consumed six to eight ounces a night. He could 
not sleep without it. He was placed in the hospital and 
remained there for six weeks, during which time he 
was taken off paraldehyde with a marked improvement. 
However, there seemed to be some mental impairment 
on discharge. He desisted for about six months, 
when he began to use paraldehyde on account of sleep- 
lessness. He claimed no other drug sufficed. I saw 
him a few times at home. Finally after consuming 
over twenty-four ounces in three days, and while con- 
fined to bed in a stupor, he contracted pneumonia and 
died. 

Case 6—A man, aged 34, was first seen several 
years ago at the Ancker Hospital. He had been brought 
to the hospital in an unconscious condition. His pulse 
was feeble, his pupils contracted, he was cyanotic, and 
there was a strong odor of paraldehyde. After thor- 
ough lavage and supportive treatment he recovered 
consciousness in twenty-four hours, and in a few days 
was well. He had taken paraldehyde for about ten 
years. At times he drank a six ounce bottle a day, and 
went on regular sprees. He was readmitted several 
times in the same condition, the most striking symp- 


tom being his intense cyanosis. He finally died during 
one of these sprees while on my service at the Ancker 
Hospital. 


Both these drugs are very valuable in psy- 
chiatric work, and in the cases of emotional in- 
stability. Under proper supervision they are 
harmless. However, both are habit-forming and 
we believe that of this fact the medical profes- 
sion should be cognizant. We believe that meas- 
ures should be taken to stop the promiscuous 
sale of drugs of this class. Probably the most 
simple and effective method would be to restrict 
the sale to prescriptions, not allowing refills on 
the original prescription. 

821 Lowry Bldg. 
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DISCUSSION 


Dr. L. H. Zrecter (Rochester): The problem of 
drug addiction resolves itself into two parts. Is the 
addiction due to some inherent characteristic of the 
person addicted, or is the craving for drugs due to 
some specific property of the drug? I think most drug 
addicts are psychopathic. The outstanding characteristic 
of such addicts is the tendency to relapse. Occasionally 
a normal person becomes addicted to opium or its de- 
rivatives. Such persons have withdrawal symptoms 
when the drug is taken from them, but they have very 
little tendency to relapse. 

I agree that we should do what we can to prevent 
addiction. Much responsibility rests with physicians, 
especially the recognition of psychopathic persons whose 
affinities for drugs are highest. 


Dr. E. M. Hammes (St. Paul): I wish to congrat- 
ulate Dr. Ruhberg on the excellent presentation on 
drug poisoning. Any paper that deals with our short- 
comings is timely, particularly if these result in some 
of the dire situations that have been pointed out. 
Veronal and paraldehyde are undoubtedly habit-form- 
ing drugs, and should be placed in the same category 
as narcotics and the same restrictions placed on their 
sale. Withdrawal symptoms in veronal and paraldehyde 
addicts are not as distressing nor as prolonged as in 
the narcotic group. The main symptoms we en- 
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countered were extreme restlessness, undue irritability, 
and a stubborn insomnia. 

In going over the neurological records at the Ancker 
Hospital I found that eighteen cases of veronal addic- 
tion and seven of paraldehyde had been admitted since 
January, 1926. The record case was that of a young 
man who stated that he had taken on an average of 
200 grains of veronal a day for the past fourteen 
months. 

I want to add one personal experience of a chronic 
veronal addict. In 1914 a young man consulted me 
in whom we made a diagnosis of a mild paranoid de- 
mentia precox. Among other things I gave him a 
prescription for 5 grains of veronal to be taken at 
bed time. I saw him again in 1926, twelve years later, 
and he had been most faithful in carrying out his 
treatment. He was still using veronal, gradually in- 
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creasing the dose until he was taking from 25 to 45 
grains every night, over a period of months. He 
presented a pitiful picture. He was sluggish mentally, 
his speech was thick and at times incoherent, he ap- 
peared slovenly, and had lost about 20 pounds in 
weight during the past year. The most interesting find- 
ing was that both pupils were dilated and did not re- 
spond to light or accommodation. His blood and spinal 
fluid were normal. He was placed in a hospital and 
some weeks after the withdrawal of the veronal his 
pupillary reflexes returned to normal. He has discon- 
tinued the veronal but still requires trional and sulfonal 
for his insomnia. 

Another case was that of a nurse who took 150 grains 
of veronal with suicidal intent. She was incoherent, 
confused, and quite ataxic for about twelve days, and 
then gradually recovered. 





IODIDE AND HEALTH 

The extensive use of iodine in the prophylaxis of 
goiter has focused attention on the possible physiologic 
consequences of prolonged administration of this ele- 
ment. Hanzlik and his co-workers have made observa- 
tions on rats. To an otherwise adequate ration, sodium 
iodide was added in amounts that corresponded to 3.3 
mg. daily per kilogram throughout the major part of 
the life of the rats. This dosage would correspond to 
about 0.23 Gm. daily for an adult of 70 Kg. It was 
found that the continued administration of iodide in 
small daily doses in foods over long periods caused 
moderate though variable increases in weight and 
growth of the body in the majority of animals. The 
same tendency was indicated in rats on a deficiency 
diet. In contrast to the results obtained with iodide 
were those with sulphocyanate, bromide, arsenic, thal- 
lium and manganese. From these experiments there is 
no reason to believe that the prolonged use of iodide 
in small doses under ordinary conditions is detrimental. 
Hanzlik warns, however, that this would not apply to 
the continued use of iodide in specific conditions of 
the thyroid, or to large doses of the drug. (Jour. A. M. 
A., December 1, 1928, p. 1720.) 


HEALTH APPEAL 


The advertising writers of our progressive land have 
found the word “IT” in their profession means “Health 
Appeal.” A cursory inspection of current periodicals 
indicates no lessening of the attention to the health 
angle. The folly of the all-or-nothing policy in foods, 
the ridiculousness of some of the arguments as to vita- 
min content, the preposterous claims for glorified anti- 
septics, the cautious venturings of time-tried tonics into 
the public field, and the dazzling claims of the pro- 
moters of light arouse the risibilities of the physician 
by their startling inconsistencies if not by their exag- 
gerations. Who would have thought ten years ago 
that cigarets would be sold to the American public by 
insistence on the healthful qualities of certain brands? 
The manufacturers of Lucky Strike cigarets are pro- 
mulgating a campaign in which they assert that these 
cigarets do not cut the wind or impair the physical 
condition, and that “Lucky Strike satisfies the longing 
for things that make you fat without interfering with 
a normal appetite for healthful foods.” The human 
appetite is a delicate mechanism and the attempt to 
urge that it be aborted or destroyed by the regular use 
of tobacco is essentially vicious. (Jour. A. M. A., De- 
cember 8, 1928, p. 1806.) 
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PREOPERATIVE TREATMENT OF EXOPHTHALMIC GOITER* 





SAMUEL F. Harnes, M.D. 
Rochester, Minnesota 





XOPHTHALMIC goiter, according to the 

“two-product hypothesis” of H. S. Plummer, 
is theoretically defined as a constitutional disease 
dependent on an unknown stimulus on the thy- 
roid gland. It is associated with the production 
and delivery to the tissues of an abnormal thyroid 
secretion, and, in practically all instances, of an 
excessive quantity of normal thyroxin. . The 
nature of the abnormal thyroid secretion is un- 
known. The progress of the disease is usually 
by exacerbations and remissions, and there is a 
tendency for the disease to cease spontaneously 
after running a course of from a few months to 
twenty years or more. Previous to the demon- 
stration by H. S. Plummer of the value of Lu- 
gol’s solution (compound solution of iodine, 
U. S. P.) in the treatment of exophthalmic 
goiter, the preoperative preparation of patients 
suffering from this disease consisted chiefly of 
two factors: rest, in an attempt, usually ineffec- 
tual, to husband the patient’s strength, and a pro- 
gram of waiting until a natural remission should 
allow the patient to show improvement. 

The two-product hypothesis offers an excellent 
basis on which to explain certain characteristics 
of the disease that are of greatest importance 
in explaining the results of what has already been 
proved to be the most efficient form of treatment. 
The phenomena of the disease which are depend- 
ent on abnormal thyroid secretion are the psychic 
status peculiar to exophthalmic goiter, the use- 
less purposeful movements, stare, exophthalmos, 
and the gastro-intestinal crisis, with vomiting 
and diarrhea. These symptoms are associated 
with a more severe reaction than the symptoms 
referable to pure hyperthyroidism, and the pa- 
tient who shows a predominance of the symptoms 
referable to the abnormal thyroid agent is always 
potentially in a condition that may be suddenly 
precipitated into an exophthalmic goiter crisis, 
the most serious status of the disease. During 
an exacerbation of exophthalmic goiter, these 
phenomena are more exaggerated than during a 
remission. The factor of true hyperthyroidism, 





*From the Division of Medicine, The Mayo Clinic, Rochester, 
Minnesota. Read at the Rock County Medical Society, Beloit, 
Wisconsin, March 27, 1928. 


that is, the part of the disease due to the produc- 
tion of an excessive normal thyroid secretion, is 
of much less importance in determining whether 
a patient is ready for thyroidectomy than the 
evidence in that patient of intoxication from the 
abnormal agent. These statements will explain 
why a patient with a high basal metabolic rate 
will often be in better clinical condition, and will 
be a lesser risk for thyroidectomy, than one with 
a low basal metabolic rate, if the clinical status 
is associated with a predominance of intoxica- 
tion in the first case from excessive normal thy- 
roxin, and in the second case from the abnormal 
thyroid secretion. 

Since the value of the administration of Lu- 
gol’s solution has become established, preopera- 
tive treatment of exophthalmic goiter has been 
revolutionized. The mortality in the medical 
treatment of the disease has been almost abol- 
ished. The time necessary for preparation for 
operation has been greatly reduced. The sur- 
gical mortality has been greatly reduced ; accord- 
ing to data recently compiled by Pemberton, the 
surgical mortality in exophthalmic goiter for the 
year 1927 at The Mayo Clinic was 0.72 per cent. 
The necessity for preliminary surgical proce- 
dures, such as hot water injections and ligations, 
has been almost eliminated. Again quoting from 
Pemberton’s data, in 1921, before the use of Lu- 
gol’s solution was begun, the total number of 
ligations for exophthalmic goiter was 123 per 
cent of the total number of cases, in many cases 
two or more ligations being done; in 1926 and 
1927, the number of ligations for each year was 
0.6 per cent of the number of cases of exoph- 
thalmic goiter. The reactions to Lugol’s solution 
have also offered invaluable information further- 
ing the knowledge of exophthalmic goiter. 

Following the administration of iodine in suf- 
ficient doses to patients suffering from exoph- 
thalmic goiter, certain changes are brought about 
with predictable frequency: Progress of exoph- 
thalmos is stopped, the stare disappears, and the 
characteristic psychic status and movements are 
abolished. If the patient is in crisis, the vomit- 
ing will be controlled within from twenty-four 
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to forty-eight hours. The clinical improvement 
depends to some extent on the relative amount 
of abnormal secretion present in the individual 
case; that is, if the patient is manifesting the 
foregoing phenomena in association with abnor- 
mal secretion, great clinical improvement would 
be expected. If, however, the patient showed 
marked evidence of hyperthyroidism and fewer 
of the phenomena associated with an abnormal 
product, the improvement from iodine would be 
less. The latter are frequently classified with 
those who have suffered from the disease for a 
long time and in whom the gland is large and 
the basal metabolic rate high. In such case, 
the gland has probably been trained by long con- 
tinued overstimulation to produce a relatively 
high proportion of normal thyroxin. The basal 
metabolic rate is usually high, and the drop in 
the rate following the administration of iodine 
is relatively small. Patients who are admitted 
for examination in crisis may or may not have 
extremely high metabolic rates; they usually 
show, in any event, a proportionately great drop 
after the administration of iodine. From clin- 


ical evidence, one may predict with considerable 
accuracy whether a small or great drop in basal 


metabolic rate will result from iodine treatment. 

Inasmuch as the administration of iodine con- 
trols only one phase of the disease, exophthalmic 
goiter, it is necessary to complete the control. 
Thyroidectomy seems to be the method pre- 
ferred from all points of view, mortality, mor- 
bidity, efficiency, and consumption of time in 
bringing about control. As has been said, the 
natural course of exophthalmic goiter is in waves. 
The administration of iodine does not change 
that course, but it does control one of the fac- 
tors concerned. Thus if its administration is 
continued long enough and an exacerbation of 
the disease is imminent, the basal metabolic rate 
will rise after its initial drop. It is not justifiable 
to interpret this rise as due to the action of 
iodine. In fact, if iodine is continued the basal 
metabolism will drop and the intensity of the hy- 
perthyroidism will subside when the natural 
course of the disease has progressed to this state. 
Patients are not infrequently observed who have 
been taking iodine constantly for several months 
or a year. They give a history of the usual ex- 
acerbations and remissions, but none of crisis if 
sufficient amounts of iodine have been taken. 
The patients are, as a rule, in better general 
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health than would be expected considering the 
duration of the disease. Another group of pa- 
tients not infrequently seen consists of those 
who have taken sufficient amounts of iodine for 
a long time, and then stopped it. Usually within 
a few days afterward symptoms associated with 
the abnormal thyroid agent appeared. Many 
patients grew worse rapidly, some of them reach- 
ing the gastro-intestional crisis after two or three 
weeks. Patients who have taken iodine con- 
tinuously have kept the abnormal thyroid secre- 
tion of exophthalmic goiter under control, and 
are surely in much better condition than if they 
had not taken iodine, or had taken it intermit- 
tently; they also avoided the risk of being pre- 
cipitated into a crisis. Patients who have gone 
into crisis after stopping the iodine may control 
it by resumption of iodine. The crisis could have 
been prevented by the continuation of iodine. 
The observation has been made repeatedly that 
cessation of iodine in a case of exophthalmic 
goiter will be followed, usually within from four 
to six days, by the reappearance of stare, char- 
acteristic movements, and psychic status, and a 
rise in the basal metabolic rate. This charac- 
teristic reaction and its counterpart, the control 
of such symptoms by iodine, are of great aid 
as diagnostic criteria in certain cases. 

In the routine care of exophthalmic goiter, 30 
minims of Lugol’s solution daily is enough to 
control the symptoms attributed to abnormal se- 
cretion. Patients in crisis should receive larger 
doses, 50 to 100 minims daily, until the crisis 
status is under control. If Lugol’s solution can- 
not be retained when taken by mouth, which is 
very unusual, it may be diluted freely with physi- 
ologic sodium chloride solution and given by 
rectum. It has been given satisfactorily by 
stomach tube to unconscious patients. If the pa- 
tient is in crisis it is most important that Lugol’s 
solution should be given in large doses, and re- 
tained. Following the foregoing regimen most 
patients will be ready for thyroidectomy within 
from eight to ten days; those who are first ob- 
served in crisis are held for a longer time, how- 
ever. Cardiac decompensation, recent infections, 
and so forth, necessitate delaying operation for 
considerably longer periods. In such cases it is, 
of course, advisable to continue the administra- 
tion of iodine without interruption. 

Cardiac decompensation in cases of exophthal- 
mic goiter is usually present only if there has 
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been preéxisting cardiac injury. Auricular fibril- 
lation is a common accompaniment, occurring in 
22 per cent of cases. The effect of iodine is fre- 
quently striking. The slowing of the pulse, 
diminution of pulse deficit in cases of auricular 
fibrillation, and the mobilization of fluids with 
loss of ascites, hydrothorax and edema, are pro- 
duced with great rapidity. Only rarely is the 
use of digitalis necessary or advisable. Since 
H. S. Plummer has demonstrated the frequent 
unfavorable effects of digitalis in cases of hyper- 
thyroidism, it has been used in The Mayo Clinic 
only in rare instances, chiefly in cases in which 
cardiac decompensation progressed in spite of 
other therapeutic measures. 

Patients suffering from infectious processes, 
particularly respiratory infections and exophthal- 
mic goiter, are strikingly benefited by iodine. 
The crisis status apparently reduces resistance 
against acute infections and the reactions to in- 
fection in that state are extreme. Iodine, in con- 


trolling the crisis status, permits rapid recovery 
from the infectious process unless it is too ex- 
tensive or too far advanced. 

Since the institution of iodine, prolonged pe- 
riods of rest in bed have become unnecessary 


and inadvisable. Patients lose much strength 
from the disease, and if this loss is increased by 
confinement in bed, they may become so weak as 
to be unable to sit up without help. In extremely 
severe cases a degree of weakness is reached that 
makes it impossible for the patients to be out of 
bed. It is advisable for all patients that are not 
too weak to be out of bed. In this way much 
greater general strength is maintained. Patients 
suffering from cardiac decompensation or acute 
infections are, of course, kept in bed. 

There seems to be no valid reason for restric- 
tion of the diet. A diet up to 5,000 calories daily 
is allowed and no particular article of food is 
restricted except coffee; thus nutrition is main- 
tained. Most patients on this diet and iodine 
will soon begin to gain weight. 

Iodine in itself should not be considered suf- 
ficient for the complete control of exophthalmic 
goiter. Rarely complete control will be secured 
in this manner, but in such cases the condition 
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is usually in or near natural remission. If op- 
eration is postponed, the patient should be kept 
under careful surveillance, so that at the first evi- 
dence of uncontrolled hyperthyroidism, thyroid- 
ectomy may be performed. It is, however, ex- 
tremely unusual for a case to be so controlled 
and in the usual case a great injustice is done 
if further efforts are not made to complete the 
control of the disease. In the most serious cases, 
those in which prognosis as regards functional 
result and surgical mortality is most unfavorable, 
the disease has existed for a long time. There- 
fore, it is of great importance that the disease 
be completely controlled as quickly as possible. 
Fortunately, patients are now coming for treat- 
ment earlier than ever before, and consequently 
the end-results of treatment will be better. 
Quoting from Pemberton’s statistics, in 1909, the 
average duration of the disease in patients who 
came to The Mayo Clinic was thirty-one months. 
The duration has been steadily decreasing so that 
in 1927 it was fourteen months. In 1909, only 
45 per cent of the patients had had the disease 
for twelve months or less, whereas in 1927, 77 
per cent were in this group. These figures are 
as reassuring in regard to the morbidity as they 
are in regard to the surgical mortality. In clos- 
ing, I wish to emphasize two points: 


1. In any case of exophthalmic goiter it is 
of greatest importance completely to control the 
disease as quickly as possible; almost invariably 
this cannot be achieved by iodine alone. 

2. The uninterrupted use of iodine should be 
urged until patients recover from the disease. In 
any case in which thyroidectomy must be post- 
poned temporarily, the patient should at least be 
given the advantage of having the most serious 
phase of the disease kept under control. 
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6 hw following twenty-one cases were seen 
during a twenty-year period in the private 
practice of orthopedic surgery. Cases of this 
type are therefore quite rare, but nevertheless 
frequent enough to merit some attention. In 
a considerable percentage of the cases, the pres- 
ence of the foreign body was unsuspected by 
the patient. 

None of these cases were “war” or “army” 
cases. Nearly all of us, of course, have seen 
many such ten years ago. The cases here cited 
occurred during ordinary, routine, civilian life. 

It was interesting to note that in four of the 
cases in which the foreign body had been present 
for a long time a condition of chronic arthritis 
had developed in the affected joint. Very prob- 
ably it would not have occurred had the presence 
of the foreign body been recognized earlier and 
if it had been removed in time. 

In a number of the cases the patient com- 
plained of joint trouble and came to the office 
with another diagnosis (tuberculosis, gonorrhea, 
fracture). Twenty-one cases are reported in 
this series. Of these cases there were nine in 
which the presence of the foreign body was un- 
suspected. 

The knee joint was involved in twelve cases, 
the foot in five cases, and the remaining cases 
were scattered among other joints. 

The foreign body was removed in twelve cases. 
Its removal was advised against in seven cases 
for the following reasons: In four cases an 
arthritic process was so pronounced that it was 
deemed that removal of the foreign body would 
not give the patient any relief; in the three other 
cases, removal of the foreign body was advised 
against because it seemed to lie quiescent and was 
not causing any trouble; in two cases, removal of 
the foreign body was advised but the patient did 
not choose to be operated upon. 

The character of the foreign bodies found in 
these twenty-one cases was as follows: 

Cases 
Needles 


*Presented before the Southern Minnesota Medical Associa- 
tion, Rochester, Minn., Oct. 3, 1928. 


Bullet 
Wire .. 
Glass 
Miscellaneous 














The presence of foreign bodies in the joint 
usually causes discomfort and symptoms and 
the removal of them is usually indicated. 

These twenty-one cases can be divided into 
fresh and old as follows: fresh cases (one day 
to three months), six cases; old cases (three 
months to thirty years), fifteen cases. 

When a foreign body, such as a needle, has 
entered a joint or its vicinity, there is no imme- 
diate hurry for its removal, unless symptoms of 
infection are very evident. As a rule it is better 
to put the joint at rest and to wait a few days 
while keeping the patient under careful observa- 
tion. When, however, it is definitely known that 
other foreign materials, such as thread, pieces of 
clothing, etc., have entered with the metallic ob- 
ject, then the waiting policy is to be condemned, 
and immediate search must be made for all of 
the foreign bodies that may have entered. 

Case 1—A metal worker came with the diagnosis 
of gonorrheal synovitis of the wrist. He was at that 
time suffering from an acute exacerbation of chronic 
gonorrhea. His wrist was swollen, painful, -and the 
motions were limited. There was some local heat. A 
roentgenograph was made. This showed the presence 
of a small, triangular piece of metal opposite the lower 
end of the radius. The patient did not remember hav- 
ing had any accident. The foreign body was removed 
and the symptoms in the wrist joint promptly abated. 

Case 2—This patient had injured his wrist during a 
fall a few days previously and a fracture of the styloid 
process of the ulna was suspected. The roentgeno- 
graph showed no fracture, but, instead, the broken-off 
pointed end of a needle lying transversely on the ulnar 
side of the wrist joint. The needle was easily removed 
under local anesthesia. Its presence was suspected by 
the patient. 

Case 3—This man complained of his right hip. Two 
years previously he had fallen down backward, strik- 
ing his buttock on a pointed stick of wood. He said 
he believed that the portion of the wood had entered 
the buttock and he complained of pain on certain mo- 
tions, especially inward and outward rotation of the 
leg. On careful palpation the foreign body could be 
easily felt in the depths of the right buttock. X-rays 
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disclosed nothing. It was advised to remove the of- 
fending foreign body, but the patient refused operation. 

Case 4.—This patient complained of pain in the left 
foot. Certain motions elicited more pain than others. 
When the patient was off the foot it did not bother 
him, but prolonged use would cause swelling in the 
region of the astragalo-scaphoid joint. X-rays disclosed 
the broken-off end of a needle, about one-half inch long, 
situated immediately below the astragalo-scaphoid joint. 
On seeing the x-ray, the patient remembered stepping 
on a needle thirty years previously. Removal of the 
needle was followed by the immediate cessation of the 
symptoms. 

Case 5—This was a man about twenty-two years old, 
who was thrown from a horse about four months 
previous to examination, while in Texas. He stated 
that he was thrown into a bush, a variety of cactus, 
called Spanish Bayonet. He thought he injured his 
left elbow at the time, although he found no marks 
there. Ever since the accident the elbow had a ten- 
dency to swell for a few days at a time in the region 
of the external condyle. Motion would become some- 
what limited and there was a tender spot immediately 
over the outer side of the elbow joint. X-ray in this 
case disclosed nothing. On careful palpation, how- 
ever, it was thought that one could feel a sharp spicule. 
There was increased tenderness in this region on pres- 
An exploratory operation was advised and per- 
formed. It was found that a sharp thorn had pierced 
the capsule of the joint. The point of this thorn was 
protruding freely into the joint cavity while the balance 
of it was embedded in the capsule. Its removal was 
followed by immediate cessation of the symptoms. The 
presence of this foreign body was not suspected. 

Case 6—A young woman, twenty years old, was 
scrubbing the floor when she noticed a sharp pain in 
her left knee. On inspecting the knee she found a black 
thread emerging from the region of the knee joint on 
the inner side of the patella. We saw her a few hours 
later, and on account of the presence of the thread im- 
mediate removal of the foreign bodies was advised and 
performed. The needle had not entered the knee joint 
proper and rapid healing ensued. 

Case 7—A young lady twenty-two years old com- 
plained of occasional pain in the popliteal space. X-ray 
disclosed a portion of a needle three-fourths of an inch 
long toward the outer side of the popliteal space. Its 
removal was advised but was not consented to, prob- 
ably because we warned the patient that it would be a 
difficult and somewhat serious operation to find this 
needle. The patient did not remember when the needle 
found entrance. 

Case 8—This was a man about thirty years old who 
was shot with a twenty-two caliber bullet at the age of 
four. The foreign body had been present for twenty- 
six years. X-rays showed it situated in the external 
condyle of the knee near the joint surface. The knee 
had not given any trouble until three or four years 
previously, when there was a slow onset of pain and 
some swelling. The symptoms were increasing in se- 
verity when the patient consulted us. On examination 
the knee was somewhat swollen, limited in motion and 
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quite tender. The x-ray showed, in addition to the 
bullet, a considerable amount of arthritic changes. In 
view of the very evident condition of arthritis present, 
it was felt that the removal of the foreign body would 
not relieve the symptoms. It was a question whether 
the presence of the bullet had anything to do with the 
onset of arthritis in this knee but the comparative youth 
of this patient, the absence of history of any other 
injury and obvious presence of foreign body in the 
bone close to the joint surface make it seem probable 
that the arthritic condition was due to the presence of 
the foreign body. 

Case 9.—This is one of the most interesting cases of 
this series. An old lady, sixty-two years old, com- 
plained of her knee. For about thirty years the knee 
would become acutely painful at times, it would swell 
and the symptoms would then abate, the knee feeling 
quite normal during the intervals. She would have on 
the average two or three attacks during the year. 
Every year she would spend some time at various 
baths and watering resorts for the “cure” of her sup- 
posed “rheumatism.” During all of these years nobody 
had ever thought of taking x-rays. The one which we 
took revealed a needle lying immediately beneath the 
patella which was broken into three distinct pieces. 
After the removal of these broken fragments under 
local anesthesia, there was a cessation of the symptoms 
and the woman was cured of her “rheumatism.” 

Case 10.—This case was of a boy, ten years old, who 
five days previously had been accidentally shot by a 
twenty-two caliber bullet. On the x-ray, the bullet 
seemed to be lying freely in the knee. The boy was put 
to bed and was watched for one week, during which 
time the wound of entry had healed completely and a 
normal temperature prevailed. When it was practically 
certain that no infection had supervened the knee joint 
was entered in an aseptic manner and the bullet was 
easily removed. This was one of the few “fresh” cases 
in this series. 

Case 11—A woman forty-five years old faintly re- 
membered that as a young girl she had, during scrub- 
bing, gotten a needle in her knee joint. It did not 
give her any trouble until about two years before con- 
sulting us. Her symptoms were pain in the knee and 
occasional slight swelling. On examination, the knee 
was slightly swollen and some limitation of motion was 
present which was accompanied by considerable creak- 
ing. X-ray showed not only a piece of needle about 
three-fourths of an inch long lying between the condyles 
of the femur but also numerous arthritic changes. This 
woman was advised to have no surgical operation, it 
being quite apparent that the arthritic condition, solely, 
was the cause of the symptoms and that the removal 
of the needle would not benefit her condition. The 
question is whether the arthritic process was the result 
of the presence of the needle. No other joints were 
arthritic. It seems probable that the arthritis was of 
a traumatic nature and that it was due to the presence 
of the needle. 

Case 12.—In his case the boy was fifteen years old. 
It was not known when the needle entered his knee 
joint and its presence was not suspected by the patient. 









84 





Six days before consulting us, there was sudden swell- 
ing in the knee which was preceded by a sharp pain 
which quickly receded. X-ray demonstrated a portion 
of a needle about one inch long in the knee joint. On 
examination there was considerable joint effusion, some 
limited motion and some local heat. Immediate re- 
moval was advised but not consented to by the parents 
and the case dropped out of sight. 

Case 13.—This also is a case of a needle in the knee 
joint. The patient did not remember having the ac- 
cident or how long the needle may have been present. 
X-ray showed the piece of a needle about one-half inch 
long lying in the region of the internal condyle. The 
«x-ray showed in addition marked arthritic changes, not 
only in the affected knee joint but also the beginning 
of arthritic changes in several other joints. On ac- 
count of the arthritis present, operation for the removal 
of the needle was advised against. In this case the 
needle probably had nothing to do with the arthritic 
symptoms. 

Case 14—A man twenty-three years old had been 
shot in the leg four years previously by a pistol. X-ray 
showed the bullet lying embedded in the lower end of 
the femur. Surrounding the bullet there was an area 
of marked bone absorption. His symptoms were pain, 
tenderness and swelling which had been practically 
constant with only a few short intermissions ever since 
the injury. There was no temperature and the synovi- 
tis present seemed to be due to the irritation of the 
bullet lying within the bone. The removal of the bullet 
was advised but not consented to. 

Case 15.—This case involved the acromio-clavicular 
joint. Two and one-half years previously the patient 
had sustained a fracture of the distal end of the clav- 
icle. A surgeon had inserted a wire to hold the broken 
ends together and had run the wire through the above 
mentioned joint. The fracture healing was perfect but 
pain and swelling persisted in this joint. On x-ray ex- 
amination it was found that the wire had broken where 
it passed through the joint and the patient was advised 
to have it removed. This was done with complete 
cessation of the disagreeable symptoms. 

Case 16.—This patient was a man sixty-five years 
old. Fifteen years previously he had sustained a frac- 
ture of the patella which was wired by a surgeon. 
The fracture had nicely healed and the patient was or- 
dinarily comfortable; at times, however, he had oc- 
casional sharp pains in the knee during the last few 
years. It was a condition of chronic swelling and pain 
in the knee joint, and motion was also becoming more 
limited. The x-ray showed that the wire had broken 
and that there were four strands of it loose within the 
knee joint situated at different points. In addition 
there were considerable arthritic changes. In view of 
the arthritis present, operation was advised against as 
it was felt that the arthritis was the chief source of 
the present complaints. I believe that the arthritis was 


due to the wire lying loose in the joint cavity. 

Case 17—A man twenty-five years old had three 
years previously stepped on a phonograph needle. For 
a time following the accident, there were no symptoms 
but within six months there was pain over the head of 
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the third metatarsal. Numerous braces were tried with 
indifferent results. The x-ray clearly showed the needle 
situated below the head of the third metatarso- 
phalangeal joint and it was easily removed with cessa- 
tion of symptoms. 

Case 18.—Six years previously the patient, fourteen 
years old, had stepped on some glass which entered the 
heel of his foot. He had occasional pain and +-ray 
nicely showed the glass fragment, which was one-fourth 
of an inch long. Its removal was easy and followed 
by relief of symptoms. 

Case 19.—This patient, thirty years old, is practically 
a duplicate of the preceding one. A piece of glass was 
found in the plantar structure of the foot, it having 
been present for three years, causing occasional symp- 
tims of pain. In this case operation was refused. 

Case 20.—This case was a child, three years old. 
While sliding on the floor the day before, she had 
run a needle into the popliteal region of her left knee. 
Examination on the following day showed a one-half 
inch broken-off end of a needle lying immediately be- 
hind the knee, apparently not giving her any discom- 
fort. The knee could be flexed and extended nor- 
mally, on which account the waiting policy was advised. 
At the present time (eight years later), the father 
writes me that the foreign body has not been removed 
and that the knee has never shown any signs of trouble 
since the time of examination. Removal of the needle 
from the posterior portion of the knee joint is rather 
a difficult operation, and in this particular case the 
waiting policy was certainly the correct one. 

Case 21—A child five years old was referred to me 
as a case of tuberculosis of the knee, coming to the 
office with the leg in a plaster of Paris cast, extending 
from the groin to the ankle. On removing the cast, 
we found the knee slightly swollen. There was some 
local heat, much limitation of motion and considerable 
atrophy of the thigh muscles. The cast had been 
worn for six weeks. Clinically, it certainly looked like 
a typical case of tuberculosis of the knee joint. The 
x-ray disclosed a needle one and three-quarters inches 
long within this child’s knee. The arents were in- 
formed that it was necessary to remove this needle. 
The patient was sent to the hospital the night before 
the operation and the knee prepared; the cast was not 
re-applied. On the following morning the child was 
found in bed, playing merrily and bending its leg in 
a normal manner. Lying ori the bed clothes was the 
offending needle which had been extruded during the 
night, on account of the bending of the leg, and only 
a few drops of blood on the dressings showed what 
had happened. 


SUMMARY 


1. Twenty-one cases are here reported; in 
nine of these the presence of the foreign body 
was not known or even suspected by the patient 
until the roentgen ray revealed it. 

2. These are all civilian cases. 

3. Arthritis supervened in four cases in 
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which the foreign body had been present for a 
period of years. This ought to justify us in re- 
moving foreign bodies that are lying, for the time 
being, quiescent, within or very near the joint 
cavity. 

4. In one-half of these cases, the foreign body 
was a needle. 

5. Wire is to be used with caution in the re- 
pair of joint fractures; preferably, it should be 
removed when it has fulfilled its allotted task. 
Its prolonged presence in the joint cavity may 
cause synovitis and arthritis. 


DISCUSSION 


Dr. M. S. HENpERSON (Rochester): We are indebted 
to Doctor Geist for bringing to our attention a sub- 
ject that is conspicuous by its lack of mention in the 
medical literature. The term “foreign body” in respect 
to the knee-joint is oftentimes used without discrim- 
ination; we must remember that Doctor Geist is talking 
only of real foreign bodies, and not of loose pieces of 
cartilage or bone in the joints. 

It is astonishing how often these bodies are dis- 
covered accidentally, particularly in the feet, the patients 
being unaware of their presence. Such may be the 
case, for example, if a patient has run a needle into 


.surgeon and the disappointment of the patient. 


his foot and a piece of the needle is left in, though the 
patient believes that it was entirely removed at the 
time of injury. 

As Doctor Geist has emphasized, it is not necessary 
to remove all these bodies; if they are causing no 
symptoms, they should usually be left alone. 

It is not always easy to find and remove these bodies ; 
whenever it is possible, and it usually is possible, for 
most foreign bodies are found in the extremities, a 
tourniquet should be used, so that the surgeon will 
have a dry, clean field to work in. Neglect to do this 
will often result in failure, much to the chagrin of the 
Most 
surgeons with experience can tell about humiliations 
associated with the search for foreign bodies; after 
prolonged search has been made, and hope of locating 
the body is about given up, it may suddenly be dis- 
covered in some unlooked-for place, or may pop up 
into the wound. Instances have also been mentioned 
wherein the body has been: wiped up in a piece of 
gauze. 

I know of no type of operation that should be ap- 
proached with more careful preparation than this, par- 
ticularly as to the location of the body by careful 
4-ray examination, the pictures being taken in at least 
two places. If possible, stereoscopic plates should be 
taken also, and it is well to have the fluoroscope at 
hand. 





THE NATURE OF PEPSIN 

Most of the efforts to “purify” enzymes have re- 
sulted in the separation of products bearing the char- 
acteristics of proteins. This has been conspicuously 
true of the amylolytic group. It appears that the high- 
er the degree of purification of the amylases, the more 
nearly do they approach the proteins in composition 
and properties. Not long ago it was shown that pepsin 
of high proteolytic power can be obtained by isoelectric 
precipitation. At pH 2.5, products showing a proteo- 
lytic potency of 1:65,000 were secured. The analyses 
of these products are characteristic of a protein. All 
fractions still possess proteolytic properties until they 
reach the stage when they are sufficiently small to dif- 
fuse through parchment or animal membranes. The 
gradual decrease of proteolytic activity of the enzyme 
itself is paralleled by loss of its complex protein char- 
acteristics. (Jour. A. M. A., December 29, 1928, p. 
2069.) 


CHEMICAL EXAMINATION OF SALYRGAN 

G. W. Collins reports work carried out in the A. M. 
A. Chemical Laboratory for the Council on Pharmacy 
and Chemistry on Salyrgan. He reports that in vari- 
ous journals, periodicals and textbooks a structural 
formula is given for the compound which differs from 
that used by the distributor of the product. The theo- 
retical percentage of mercury of neither formula agreed 
with that given by the manufacturer. The examination 
disclosed that the formula used in the German litera- 
ture was incorrect and that that of the manufacturer is 
correct. The product was found to be a definite chem- 
ical compound and of good purity. On the basis of 
examination, tests and standards were drawn up: these 
were agreed to by the manufacturer and are used in 
the New and Non-official Remedies description adopted 
by the Council on Pharmacy and Chemistry. (Jour. 
A. M. A., December 22, 1928, p. 1994.) 





‘DELAYED TRAUMATIC INTRACRANIAL HEMORRHAGE* 


E. M. Hammes, M.D. 
Associate Professor of Nervous and Mental Diseases, 
Medical School, University of Minnesota 
Saint Paul 


ELAYED traumatic intracranial hemor- 
rhage can be divided into two large groups. 
The first group includes those cases in which 
the hemorrhage occurs within the cerebral sub- 
stance, and which are classified as traumatic late 
apoplexy. In the second group the hemor- 
rhagic lesion is extracortical, either extradural, 
due to a ruptured middle meningeal artery, or 
intradural and usually of venous origin, giving 
rise to the true chronic subdural hematoma. 

In the traumatic late apoplexies the time inter- 
val between trauma and the delayed cerebral 
symptoms varies from several hours to days and 
even months. Brandes reports a case in which 
apoplectic symptoms developed 10 years after a 
head trauma and in which post-mortem examina- 
tion revealed a ruptured cerebral aneurism in 
proximity to an old hemorrhagic cyst. In cases 
of true traumatic delayed apoplexy all other 
etiologic factors, such as cardio-vascular, ne- 
phritic, luetic, or alcoholic, have to be excluded. 
The accepted theory is that at the time of trauma 
some lesion of an intracerebral blood vessel, such 
as an injury to one of the vascular coats, results 
with a subsequent aneurismal formation and rup- 
ture. The most frequent location of the hemor- 
rhage is either in the wall of one of the ventricles 
or in the basal ganglia. Because these deep- 
seated areas are involved, and because the massive 
hemorrhage usually terminates fatally, this group 
of cases does not offer the same clinical interest 
to the neurologist, and especially to the surgeon, 
as the second group, the extra- and subdural 
hemorrhages. Early diagnosis, correct localiza- 
tion, and prompt surgical interference in this 
group offer a favorable prognosis in a large per- 
centage of cases. 

The extradural hemorrhage, due to a rupture 
of the middle meningeal artery, usually presents 
quite a typical picture and does not offer the di- 
agnostic problems encountered in the chronic 
subdural hematomas. In the former group we 
find that associated with the head trauma there 

*Read before the Northern Minnesota State Medical Associa- 


tion, August 22, 1928, and before the Minnesota Academy of 
Medicine, November 14, 1928. 


may or may not be a short period of unconscious- 
ness. Subsequent to this there is frequently a 
clear interval of several hours to several days, 
following which symptoms of rapidly increasing 
intracranial pressure develop, such as severe 
headache, drowsiness, bradycardia, emesis, and 
so forth. Accompanying this or within a short 
period phenomena indicative of cortical irritation 
manifest themselves, such as localized muscular 
twitchings, Jacksonian convulsions, an incomplete 
hemiplegia more marked in one extremity, along 
with the usual pathologic reflex changes. When 
the head trauma is sufficiently severe to produce 
marked cerebral concussion with prolonged un- 
consciousness no lucid interval occurs. In these 
cases the increasing stupor and the bradycardia, 
particularly if the slow pulse manifests itself 
only after several hours and is continuous, are 
the two most significant symptoms suggestive of 
increasing intracranial tension and hemorrhage. 

The spinal fluid in uncomplicated cases is un- 
der increased pressure, clear, and contains no 
evidence of blood. Following spinal drainage 
one frequently notes a temporary clinical im- 
provement. 

Case 1.—Ruptured Middle Meningeal Artery with 
Time Interval of Three Days and Eight Hours. 

This case was that of a boy, aged 16, admitted to my 
neurological service at the Ancker Hospital, St. Paul. 
His family and personal history were negative. He 
stated that about 11 a. m., four days previous, while 
exercising on a trapeze, he fell a distance of about 
7 feet and struck his head on a cement floor. He was 
dazed for a few minutes, soon recovered, felt well, and 
attended to his regular duties for three days. On that 
evening, 80 hours after his accident, while watching a 
prize fight, he became quite excited and suddenly de- 
veloped an excruciating headache. This was so severe 
that immediate hospitalization was necessary. He had 
a restless night. The following morning at 8 o’clock 
he was rather sluggish mentally. His temperature was 
normal, pulse 70; blood pressure, systolic 120, diastolic 
70; blood count and urine were normal. His neuro- 
logical examination was negative throughout except for 
a slight weakness of his right facial muscles. At 9:30 
a. m. he was quite stuporous and manifested some 
weakness of his right arm and right leg. A lumbar 
puncture was performed and 40 cc. of clear spinal 
fluid under increased pressure were removed. The 
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spinal fluid was normal throughout and there was no 
evidence of blood. He aroused somewhat but after 
a few hours again became unconscious and by evening 
his right hemiplegia was quite definite. His condition 
remained unchanged during the night. His pulse varied 
between 52 and 70. A diagnosis of left middle menin- 
geal artery hemorrhage was made. A decompression 
over the left parieto-temporal region was performed 
by Dr. John ‘1. Rogers. A large recent extradural 
hematoma was found. After its removal it was noted 
that the hemorrhage came from a ruptured branch of 
the middle meningeal artery. This was ligated, the 
bony flap replaced, and the wound sutured. Recovery 
was uneventful and the patient was discharged from 
the hospital on the twentieth day. 

Rarely one encounters a case of subdural 
serous effusion or a localized cerebral edema 
secondary to head trauma which closely simulates 
a chronic subdural hematoma or a hemorrhage 
due to a ruptured middle meningeal artery. 
Localized edema of the brain itself may occur 
due to nephritis with hypertension, resulting in 
headache, hemiparesis, choked disc, and coma. 
This may be influenced by regulating the fluid in- 
take and output, as has been recently pointed out 
by Holmes. 

Spurrell reported a case of localized cerebral 
edema secondary to head trauma. Following an 
injury to the head without unconsciousness, this 
patient complained of headache and irritability 
for one week. On the ninth day she developed 
Jacksonian convulsions. A decompression opera- 
tion revealed a marked localized cerebral edema 
but no evidence of hemorrhage. The following 
case might come under this group because of 
the rapid recovery and no subsequent develop- 
ment of symptoms. As the patient recovered 
without operation the diagnosis remains prob- 
lematical. 


Case 2—Probably Localized Cerebral Edema Sim- 
ulating Middle Meningeal Artery Hemorrhage. 

This case was a little girl, aged 4, seen in consulta- 
tion with Drs. O’Brien and Teisberg in August, 1924. 
The following history was obtained from the mother: 
She saw the patient walk upstairs at about 5 p. m. 
About a half hour later the mother heard someone 
crying outside and upon investigating found the little 
youngster lying on the cement sidewalk, conscious but 
crying. The screen on the second story window above 
had been pushed out and evidently the little girl had 
fallen out of this window to the sidewalk below. 
There were some abrasions over her left fronto-parietal 
region. Upon examination nothing serious was found 
and she appeared quite well for three hours. She then 
developed some twitching of her right face and arm. 
This gradually became more pronounced and she soon 
became unconscious. At about 9 p. m. she was stupor- 


ous and had constant twitchings of her right face, 
arm, and leg. Her pulse was 130, respiration rapid 
and slightly irregular. Because of her marked twitch- 
ings, the neurological examination was unsatisfactory, 
although the deep reflexes on the right side were in- 
creased and she had a right ankle clonus and a positive 
Babinski reflex. A diagnosis of a ruptured left middle 
meningeal artery was made and an immediate decom- 
pression advised. However, Dr. O’Brien felt that a 
little delay might be advisable and it was decided to 
perform a lumbar puncture. About 45 cc. of clear 
spinal fluid under increased pressure were removed. 
This was normal throughout. Almost immediately fol- 
lowing the spinal drainage the convulsive seizure 
ceased, the breathing became regular, and her pulse im- 
proved. Within thirty minutes she appeared to be 
sleeping normally. She had a restful night. Upon 
awakening the following morning her general condition 
was good and she was bright mentally. A neurological 
examination about 9 a. m. was negative throughout ex- 
cept for a right positive Babinski reflex. She had a 
marked ecchymosis around the region of the left eye. 
She made an uneventful recovery without further lum- 
bar punctures and has remained perfectly well. 


Kowalewski has pointed out that in childhood 
the dura is more adherent to the skull and the 
areas of fixation are larger than in later years. 
In this case this fact might account for a small 
localized extradural hemorrhage without subse- 
quent symptoms instead of a localized cerebral 
edema. 

Chronic subdural hematoma differs from other 
forms of intracranial hemorrhage in that the 
bleeding usually is of venous origin. The venous 
sinuses, the lacunz, and the tributaries of the 
veins of the pia are most frequently involved, es- 
pecially in the parietal region. The hematoma is 
bilateral in from one-third to one-half of the 
cases, and lies beneath the dura but external to the 
arachnoid. It may vary from a microscopic ecchy- 
mosis to a large pancake-like tumor compressing 
the cerebral cortex. A history of head trauma 
is quite frequent. The injury may be very slight 
and apparently insignificant or so severe as to 
render the patient unconscious for several hours 
or longer. Trotter suggests that the frontal and 
occipital blows are more provocative than those 
in the parietal regions, because the brain is sup- 
ported against lateral violence by the falx cerebri. 
The symptoms are extremely variable, irregularly 
progressive with definite fluctuations in the clin- 
ical picture. This in itself is quite significant. 
The patient may be symptom-free for a period of 
hours or days or months, or may have indefinite 
complaints, such as headache, insomnia, and ver- 
tigo, from the time of the accident. Early 
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psychotic symptoms such as undue irritability, 
restlessness, perversity, or mental sluggishness 
are not uncommon. Evidences of increased in- 
tracranial pressure gradually manifest them- 
selves, along with localizing irritative signs— 
twitchings, paralysis, cranial nerve involvement, 
and so forth. Sometimes paralytic or irritative 
symptoms occur bilaterally in a single lesion, but 
more often a bilateral hematoma produces symp- 
toms on one side only. 

The spinal fluid is usually clear, sometimes 
xanthochromic, frequently under increased pres- 
sure, and may contain a few red blood cells. One 
occasionally notes a temporary improvement fol- 
lowing spinal drainage. Subdural hemorrhagic 
extravasations are not uncommon in the chronic 
alcoholics and the chronic insane, especially in 
general paresis. This condition has been classi- 
fied as pachymeningitis hemorrhagica interna. 
According to Griswold and Jelsma, and others, 
this is identical, both clinically and pathological- 
ly, with the chronic subdural hematomas. One 
frequently is unable to obtain a history of trauma 
due to the patient’s mental state or because the 
injury was slight and produced no external evi- 
dence. The following cases are illustrative: 

Case 3—Subdural Hematoma with a Two-Hour In- 
terval. 

A boy, aged 15, was seen in consultation with Dr. A. 
Gratzek, June 10, 1928. His family and personal history 
were negative. The father stated that at about 4 p. m., 
June 10, 1928, while the patient was playing base ball 
a batted ball on first bounce struck him a glancing blow 
on the left side of the head. He continued playing 
for three more innings, which ended the game. He 
complained of a slight headache but appeared well 
otherwise. Two hours later he seemed somewhat 
drowsy and confused. Soon after he became stuporous. 
At 8 p. m. he was comatose. His right pupil was 
markedly dilated, left normal; neither responded to 
light or accommodation. All deep and superficial re- 
flexes were absent. There was no Babinski reflex. 
All four extremities were flaccid. X-ray of the skull 
was negative. There were no superficial abrasions. His 
temperature was normal, pulse 130; blood pressure, 
systolic 120, diastolic 70. The spinal fluid was under 
moderatedy increased pressure; 40 c.c. were removed. 
It was clear and normal throughout. There was no 
improvement following spinal drainage. Because of 
his serious general condition and in the absence of 
any localizing signs an immediate decompression opera- 
tion did not seem justifiable. He died quite suddenly 
at 5 a m. 

A post-mortem examination revealed a large recent 
subdural hematoma over the left parietal region. All 
other findings were normal. 
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Case 4—Subdural Hematoma in a Case of Delirium 
Tremens with Five-Day Interval. 

This patient, 46 years of age, was admitted to the 
neurological service at the Ancker Hospital from the 
police station. He had been arrested three days pre- 
viously for drunkenness and during the past twenty- 
four hours had become delirious and hallucinatory. He 
had a small superficial abrasion over his right fore- 
head which was said to have been produced by bumping 
his head against the iron bars while in jail. He pre- 
sented the ordinary picture of delirium tremens with 
tremors, extreme restlessness, marked hallucinations of 
sight, and delirium. His temperature was 99.8, pulse 
118, general condition good. The neurological examina- 
tion was negative except for increased knee jerks. The 
spinal fluid was under slight pressure but normal 
otherwise. He gradually improved and on the fifth 
day was quite clear and able to walk to the toilet with 
assistance. While there he suddenly had a generalized 
convulsion. He had two more during the night and 
died the following ‘morning. No pathologic reflex 
changes or paralysis were noted at any time. 

Post-mortem examination revealed a bilateral sub- 
dural hematoma extending over both cerebral hemi- 
spheres, a chronic myocarditis, and chronic nephritis. 

Case 5—Chronic Subdural Hematoma with Time In- 
terval of One Month. 

This case was a farmer, aged 54, seen in consultation 
with Dr. Alva A. Conley, Cannon Falls, Minnesota, 
on May 23, 1928. His family and personal history 
were negative. On April 9, 1928, the patient fell from 
a ladder, a distance of 10 feet, on a cement floor, in- 
juring his left hip and left chest. He has no recollec- 
tion of striking his head, although he was unable to 
get up for about fifteen minutes afterward. He again 
climbed the ladder and finished his chores. He first 
consulted Dr. Conley April 13, four days after his ac- 
cident, because of pain in his left hip and left chest. 
Nothing serious was found except superficial bruises 
and there were no complaints suggesting a head injury. 
He returned to work April 15, and continued until May 
17, during which time he painted his barn, climbed lad- 
ders, and so forth, On May 17, he again consulted 
Dr. Conley because of general weakness, slight head- 
ache, and marked dizziness. His pulse was 58. His 
wife stated that since May 11 he had seemed some- 
what sluggish mentally at times and a little awkward 
with his right arm. The time interval between his 
accident and the first symptoms suggestive of an in- 
tracranial lesion was at least thirty-one days. 

On May 21 he manifested a partial motor paralysis 
of his right arm and leg. He was drowsy and answered 
questions slowly but correctly. The reflexes were nor- 
mal. On May 22 the paralysis was more pronounced. 
Both knee and ankle jerks were markedly increased. 
He had a bilateral ankle clonus and a positive Babinski. 
There was a positive Kernig sign and a moderately 
rigid neck. He complained of severe occipital pain 
radiating down his right arm to the elbow, most pro- 
nounced in the right shoulder. On May 23 his general 
condition and neurological findings were the same. The 
fundi were normal; blood pressure, systolic 148, dias- 
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tolic 70; urine normal; pulse 54. The spinal fluid was 
under increased pressure, clear, and normal through- 
out except for a slight increase in sugar (106 mg.) 
Forty cc. were withdrawn. Following the spinal drain- 
age he had a definite improvement of all symptoms. 
His headache was relieved, the right hemiplegia had 
lessened, and he was brighter mentally. After three 
days there was a gradual return of these symptoms, 
particularly the severe headache. He was admitted to 
Mounds Park Hospital on June 2. An x-ray of the 
skull was negative. His neurological findings were 
similar to previous examinations. On June 3, 45 c.c. 
of clear spinal fluid under increased pressure were re- 
moved. Again his headache subsided and he was able 
to move his right arm and right leg quite normally. 
Two more lumbar punctures were done. On June 6, 
four hours after a spinal drainage—15 c.c. of yellowish 
spinal fluid had been removed—the patient gradually 
became drowsy and finally stuporous. During the pe- 
riod of observation a diagnosis of subdural hematoma 
had been made by Dr. Kamman and myself, and opera- 
tion advised, but the family was reluctant to submit 
to it as the patient seemed to be improving with 
spinal drainage. However, on June 7 a bone flap opera- 
tion over the left parietal region under local anesthesia 
was performed by Dr. Robert Earl. The dura was 
bulging and of bluish-greenish appearance. Upon open- 
ing the dura an organized hematoma about 10 cm. in 
diameter and about 2 cm. in thickness was found over 
the motor area extending anteriorly toward the frontal 
region. The hematoma was enclosed in an evelope of 
fibrous tissue and peeled off without difficulty. In 
the center of it was an organized fibrous sac filled 
with a dark brownish fluid. The brain was markedly 
compressed but appeared normal. The wound was 
closed, the patient did not regain consciousness, but 
died eighteen hours after the operation. No 
mortem was permitted. 


The pathology of the subdural hematoma is of 
interest. The hematoma is frequently enclosed 
by a fibrous membrane. On the side toward the 
arachnoid this is thin and covered with meso- 
thelium. On the dural side it is more dense and 
composed of organizing granulation tissue con- 
taining large mesothelium-lined spaces filled with 
blood and fibrin. The greenish hue on the sur- 
face of the hematoma which is occasionally ob- 
served is due to a high concentration of bilirubin. 
The hematoma itself is composed of masses of 
organized tissue, of areas of well preserved red 
cells with no fibrin, of heavy fibrin mesh, and 
of collections of serum or hemolyzed cells. 


Case 6.—Probable Subdural Hematoma with Time 


Interval of 31 Hours. Recovery with Repeated Spinal 
Drainage. 


post- 


This case was a boy, aged 19, seen in consultation 
with Dr. Scott McClanahan, White Bear, Minnesota, 
July 4, 1928. His family and personal history were 


negative. On July 3, 1928, at 9:30 a. m., he was given 
a typhoid vaccination by Dr. McClanahan. He walked 
to the drug store below the Doctor’s office and while 
telephoning fainted and struck his head on the wooden 
floor. He soon regained consciousness and felt well 
except for a dull headache until 5 p. m. the following 
day, thirty-one hours after his accident. He then 
noticed some twitching of the second and third fingers 
of his right hand. This gradually became more pro- 
nounced and soon after he had a typical Jacksonian 
convulsion involving his right arm, face, and leg. These 
convulsions increased in frequency, soon were general- 
ized, and he became unconscious. They occurred every 
four or five minutes and were so severe that chloroform 
inhalations had to be given to control them. He was 
admitted to St. John’s Hospital at 9 p. m. While being 
put to bed he had a severe general convulsion. His 
pupils dilated, his breathing ceased, and it was neces- 
sary to resort to artificial respiration. A lumbar punc- 
ture was performed immediately. The spinal fluid was 
under tremendous pressure, squirting out a distance of 
several feet from the needle. During a period of 
twenty minutes, 160 c.c. of spinal fluid were withdrawn. 
This was clear and normal throughout. His general 
condition improved and he had no more convulsions. 
The following morning he was conscious and com- 
plained of a severe left frontal headache. His pulse 
was 70. His general condition was fair, the neurological 
examination negative except for absent knee and 
Achilles jerks bilaterially. His fundi were normal. 
Sixty c.c. of clear spinal fluid under increased pres- 
sure were withdrawn with some relief of his headache. 
Lumbar puncture was performed every other day for 
ten days; the spinal fluid pressure gradually became 
normal, and the amount withdrawn varied from 60 to 
20 c.c.. During the first two weeks his pulse varied 
between 54 and 80. He had periods of severe left 
frontal headache of several hours’ duration which grad- 
ually lessened in intensity and frequency. He com- 
plained of some nausea and had two attacks of emesis. 
He yawned frequently. He had several periods during 
which he appeared sluggish mentally. He had no 
further convulsions and presented no localizing neuro- 
logical symptoms. His knee and Achilles jerks grad- 
ually returned to normal. His convalescence was un- 
eventful and he was discharged from the hospital Au- 
gust 7. He was re-examined by Dr. Kamman on 
August 29; all findings were normal, and he felt per- 
fectly well and has remained so. 


This case presents many interesting problems. 
However, with the history of a slight head 
trauma, the Jacksonian convulsion thirty-one 
hours later, the evidence of acute intracranial 
pressure, the marked spinal fluid increase with 
the removal of 160 c.c. during the first lumbar 
puncture, all point to an intracranial hemorrhage, 
extracortical and probably subdural. Because 
of his moribund condition and in the absence of 
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localizing signs, a decompression operation when 
first seen did not seem justifiable. 


SUMMARY 


Delayed traumatic intracranial hemorrhage 
occurs more frequently than is ordinarily recog- 
nized. The time interval in the subdural hemo- 
tomas is usually longer than in the extradural 
type. 

With a history of even a slight head injury 
with subsequent cerebral manifestations this 
condition must be seriously considered. 

The clinical course is fairly typical ; decompres- 
sion should be performed as soon as the diag- 
nosis is suspected and localizing symptoms have 
manifested themselves. 

Repeated lumbar punctures are a definite 
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therapeutic aid and will frequently tide over an 
emergency, giving opportunity for further study, 
538 Lowry Building. 
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COD LIVER OIL 


The discovery of at least two specifically potent food 
factors, vitamins A and D, in cod liver oil within 
comparatively recent years has completely altered the 
attitude of scientific investigators, and laymen, as well, 
toward this product that long had a place in dieto- 
therapy on the basis of essentially empirically founded 
impressions. It is true that cod liver oil functions as 
a readily digested and utilized fat and thus as a source 
of energy; yet an ounce yields little more than 250 
calories. So far as present knowledge is concerned, 
the vitamin content of cod liver oil constitutes its chief 
claim for consideration in treatment. (Jour. A. M. A,, 


December 29, 1928, p. 2080.) 





PASCARNATA-MERRELL 


According to the catalogue of the Wm. S. Merrell 
Co., Pascarnata is prepared from fresh Passiflora in- 
carnata (passion flower) and represents the medicinal 
virtues of the whole plant, but no statement of the 
amount of passion flower contained in a given quantity 
of this proprietary is given. Pascarnata has not been 
accepted for New and Non-official Remedies nor is any 
passion flower preparation included in the book. The 
following are some of the claims advanced for Pas- 
carnata: “It serves as an ideal sporific [soporific?], 
without narcotic action, and is one of the most desirable 
antispasmodics and antineuralgics available.” “In nerv- 


ous or sick headache, sleeplessness of typhoid and other 
fevers, cerebral excitement, overworked mental facul- 
ties, brain-fag and the overstimulation due to worry 
and hysteria, Pascarnata will be found highly effective.” 
“It is useful as a palliative in spasmodic bronchial 
asthma and whooping cough, and also in the hysteria 
due to dysmenorrhea.” The following is the estimate 
of passion flower that is contained in the Epitome of 
the U. S. Pharmacopeia and National Formulary issued 
by the Council on Pharmacy and Chemistry: “Ex- 
ploited by manufacturers of proprietary medicines for 
the treatment of insomnia, but probably inert.” At 
one time passion flower was a constituent of many so- 
called female remedies and uterine tonics, but the drug 
was found to be without effect on the excised guinea- 
pig uterus. (Jour. A. M. A., December 15, 1928, p. 
1914.) 





PFUNDER’S STOMACH TABLETS 

Frederick H. Pfunder, Ph.G., of Minneapolis, sells 
a “patent medicine” that he calls “Pfunder’s Stomach 
Tablets, A Remedy for Ulcers of the Stomach.” The 
A. M. A. Chemical Laboratory analyzed the prepara- 
tion. It reports that from the result of its analysis it 
may be calculated that Pfunder’s Stomach Tablets con- 
tain as essential ingredients: bismuth  subnitrate, 
U. S. P., 30.5 per cent; magnesium oxide, U. S. P., 
22.8 per cent; sodium bicarbonate, U. S. P., 24.4 per 
cent. (Jour. A. M. A., December 1, 1928, p. 1736.) 





. CHRONIC NON-TUBERCULOUS PULMONARY DISEASE 
IN CHILDHOOD* 


Cuester A. Stewart, M.D., and E. S. PLatou, M.D. 
Minneapolis 


URING childhood, the respiratory tract is 

the seat of many and repeated infections 
which often attain proportions of major serious- 
ness. These infections include particularly 
bronchitis, pneumonia, influenza, measles, and 
pertussis. Happily, in the majority of these 
cases, recovery is so complete that residual dam- 
age to the lungs cannot be demonstrated. How- 
ever, we find an appreciable number of children 
in whom chronic pulmonary disease persists, af- 
fecting particularly the basal portion of the lungs, 
post-dating some acute pulmonary condition 
which proved to be unusually severe or unduly 
delayed in its resolution. 

The subsequent health caréer of these children 
is checkered indeed, especially during the winter 
months. Being peculiarly vulnerable to infec- 
tions, they experience frequent colds and re- 
peated attacks of bronchitis which are often un- 
duly protracted. These acute infections, super- 
imposed on a chronic disease, subject many of 
these children to recurrent attacks of broncho- 
pneumonia, frequently localized in the area in 
which their lungs are chronically affected. 

On examining children having chronic non- 
tuberculous pulmonary disease, one finds them to 
be slightly below the average expected weight 
and height for their age. It is often surprising, 
however, to find how little these measurements 
may be affected in the presence of rather exten- 
sive pulmonary pathology. There is usually a 
moderate secondary anemia present, associated 
with a leukocytosis of about 10 to 12,000. Al- 
most without exception, the contour of the chest 
presents no peculiarities which may be attributed 
to the disease present within the lungs. The 
vital capacity of readings for these patients show 
considerable daily variability, and in general are 
below the expected normal. Attacks of cough- 
ing occurring during the voluntary expiratory ef- 
fort necessary in determining the vital capacity 
of the lungs, interferes to such an extent as to 

*From the Lymanhurst Hospital for Tuberculous Children 
and Department of Pediatrics, University of Minnesota, Min- 


neapolis. Presented before the Southern Minnesota Medical 
Association, Rochester, Minnesota, October 2-3, 1928. 
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make it impossible for the child to completely 
empty the lungs in the normal manner. Freeing 
the bronchi of accumulated secretion by means 
of postural cough in the inverted position enables 
the child to exert a more complete and less in- 
terrupted effort, in determining the vital capacity. 
When this procedure is followed, one finds that 
although the vital capacity is reduced by the pres- 
ence of chronic non-tuberculous pulmonary dis- 
eases, the reduction is not so great as might be 
expected. With exacerbations of the clinical 
symptoms, the vital capacity decreases, and in- 
creases again when these symptoms subside. 

A few of these children present clubbing of 
the tips of the fingers and toes. In others, a 
slight thickening of the soft tissues surrounding 
the nails, together with increased dorsal convex- 
ity of the nails, is observed. A productive cough 
of marked chronicity certainly stands out as one 
of the common and outstanding features of the 
disease. The sputum varies greatly in amount 
in different patients, and in the same patient at 
various times. In general, it is rather thick and 
tenacious, of mucoid or mucopurulent consis- 
tency, and usually is odorless. The patients often 
experience difficulty in raising the thick tenacious 
bronchial accumulations, which results in cough- 
ing attacks of some duration which may be 
paroxysmal in character. 

On physical examination of the lungs, the most 
constant finding is the persistent presence of 
rales at the basal portion of the lungs. These 
rales may be heard month after month, and do not 
disappear even during the intervals when the pa- 
tient is temporarily improved and relatively free 
from symptoms. They may be heard particu- 
larly toward the end of deep inspiration and also 
during expiration, especially when expiration is 
vigorously performed. The rales usually are 
rather coarse, of the medium moist type, and of 
rather long duration. They give one the impres- 
sion that, as the lungs gradually expand, a point 
is reached where the inspired air finally slips by 
or through the tenacious material within a bron- 
chus, giving rise to rather coarse and prolonged 











rales. If these children are repeatedly examined, 
the abnormal sounds described above are prac- 
tically always present. In young patients the 
presence of basal pulmonary abnormality may 
escape detection due to the inability or lack of co- 
operation on the part of the child to take a breath 
sufficiently deep to enable one to detect the pres- 
ence of rales. 

Aside from the chronic presence of rales, other 
modifications of auscultatory phenomena of less 
significance may be noted. These signs include 
either suppression or exaggeration and roughen- 
ing of breath sounds over the area involved. One 
may find that the suppression of breath sounds 
tends to disappear when the bronchi are freed of 
accumulated secretion and are replaced either by 
normal or an exaggerated respiratory sound. In 
our experience, evidence of cavity formation 
present where bronchiectasis exists is seldom de- 
tected before or after postural cough even though 
the cavitation be considerable in extent. Res- 
onance may be impaired over the diseased area, 
and fremitus may be increased to some extent. 
In general the physical findings in different pa- 
tients vary somewhat, but in the group taken as 
a whole the one outstanding feature common 
to all is the constant presence of the fairly char- 
acteristic rales persisting for months in the basal 
portions of the lungs. 

X-ray pictures in these cases usually reveal 
pathological changes particularly involving the 
bronchi and immediately adjacent tissues in the 
involved area. In some patients, the changes 
noted by s-ray reveal more change than was 
suspected on physical examination, whereas in 
other children just the reverse is found. 

A diagnosis of a chronic basal lesion, however, 
should not be based upon a single x-ray plate, 
but rather upon repeated physical examinations 
and repeated plates which demonstrate that 
chronicity and persistence of the disease in the 
area involved. In making this diagnosis, we be- 
lieve the physical examination to be of more im- 
portance than that made by means of the roent- 
gen ray. However, in the determination of the 
presence or extent of bronchiectasis, the #-ray 
demonstration of the configuration of the bron- 
chial tree by means of the introduction of iodized 
oil is indispensable. 

To exclude the possibility of the chronic lesion 
being tuberculous in origin, one may employ tu- 
berculin tests and sputum examinations. When 
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these prove to be negative together with clinical 
observation that the course of the disease does 
not resemble that expected of a tuberculous 
lesion, one can usually determine without great 
difficulty that the patient is suffering from a 
chronic non-tuberculous process. In addition, the 
presence of foreign bodies and lung abscess must 
be considered and proper measures should be em- 
ployed to exclude these possibilities. It is con- 
ceivable that situations may be encountered 
which render a diagnosis difficult. We believe, 
however, that in the individual case as clinical 
opinion gradually matures from repeated exam- 
inations, a correct diagnosis of chronic non-tu- 
berculous pulmonary disease usually may be made 
with considerable accuracy and without great dif- 
ficulty. 

Following the opening of the Lymanhurst 
School for tuberculous children, a considerable 
number of cases were admitted on account of 
chronic cough and general poor health with a 
suspicion of tuberculosis. This group now totals 
28, all of whom have had repeated tuberculin, 
sputum, x-ray and physical examinations, which, 
together with observation over a period ranging 
from three to thirty-one months, has convinced 
us that their pulmonary disease is non-tubercu- 
lous in type. 

Of this group, the roentgenologists reported 
the presence of definite cavitation in two in- 
stances. In two other patients the introduction 
of lipiodol into the bronchi disclosed the presence 
of bronchiectasis which was not demonstrable on 
the ordinary plates. The administration of lip- 
iodol in four other cases in this group revealed 
the bronchi to be of normal caliber and contour. 
This demonstrated, therefore, that the group as a 
whole includes individuals having bronchiectatic 
dilatations and also patients in which the bronchi 
are apparently normal in size and shape. Al- 
though these anatomical differences exist so far 
as the various cases are concerned, nevertheless, 
a very striking similarity is found in the indi- 
vidual patients constituting the group with re- 
gard to their clinical history and physical find- 
ings. The similarity in these respects is so uni- 
form as to convince us that in children having 
a chronic non-tuberculous pulmonary disease, re- 
sort usually must be made to the use of lipiodal 
for the conclusive demonstration of the presence 
or the absence of bronchiectatic dilatation of the 
bronchi. The features of similarity include mod- 
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erate undernutrition, peculiar vulnerability to at- 
tacks of acute respiratory disease of varying 
severity, chronic cough, the almost universal 
presence of paranasal sinus disease, and above 
all, the chronic presence of characteristic coarse, 
medium, moist prolonged rales in the basal por- 
tion of the lungs persisting month after month 
even during the intervals when the patient is en- 
joying comparatively good health. 

From the study of this group of which a few 
have a definite beginning brochiectasis, the im- 
pression is gained that should the chronic lesion 
present in the remaining patients persist for an 
undue length of time, many of these may also 
eventually acquire a bronchiectasis. When once 
established, bronchiectasis proves to be a chronic 
progressive essentially incurable condition which 
may in unilateral cases necessitate eventually such 
radical procedures as extrapleural thoracoplasty 
and lobectomy to afford relief. Should the condi- 
tion prove to be bilateral, relief by such meas- 
ures necessarily is either greatly limited or im- 
possible. Greater possibilities of relief possibly 
may be offered by the early recognition of chronic 
non-tuberculous basal disease together with an 
appreciation that bronchiectasis may develop if 
the condition persists, through prompting one to 
institute all possible measures in an attempt to 
remedy the condition. Our attempts in this re- 
spect with the twenty-eight Lymanhurst children 
have met with encouragement in some instances 
and disappointment in others. The more success- 
ful results were obtained in the instances where 
the home codperation was excellent, and proved 
least beneficial where the parents ignore instruc- 
tion and are careless concerning the care of their 
children. In some instances, however, the bene- 
ficial results have been practically nil in spite of 
the best of home care. This was especially true 
of the cases having a definite bronchiectasis. 

The plan of therapy instituted in the group 
studied included the administration of iodides 
usually in the form of Forscheimer’s solution, 
and also of cod liver oil, iron and creosote. A 
few. of the children were given intravenous 
neosalvarsan injections. At school, all of the 
patients were required to hang daily, suspended 
by their knees from a horizontal bar, in order to 
free the bronchi of accumulated secretion by 
coughing in the inverted position. This proce- 
dure was repeated morning and night in the 
home. A solution of ephedrin sulphate was ad- 


ministered shortly before postural coughing was 
performed with the hope that this expedient 
would enhance the effectiveness of the postural 
drainage. The diseased maxillary sinuses were 
opened and drained surgically and subsequently 
treated by local intranasal instillations of a one 
per cent ephedrin solution. Other foci of infec- 
tion were removed insofar as it was possible to 
do so. Heliotherapy also was employed through- 
out the school year. In addition, the parents 
were instructed to feed their children a balanced 
diet and to see that they were warmly clothed 
during the cold months of the year. 

As a result of this regime, encouraging and 
disappointing results have been obtained. The 
results were considered as disappointing when 
definite clinical improvement did not occur, but 
even these patients apparently derived definite 
benefit from the therapeutic measures instituted, 
judging from the observation that in not a single 
case has the lung process increased to any ap- 
preciable extent during the period of observa- 
tion. 

In four cases who have been under treatment 
two years or longer, decidedly beneficial results 
have been observed, which may be illustrated by 
the record of one of our patients who developed 
a chronic non-tuberculous pulmonary condition 
following a severe attack of measles at the age of 
five years. During the following seventeen 
months, she was examined repeatedly and was 
never found free from evidence of pulmonary 
abnormality. During this period, the therapy 
outlined previously in this paper was insituted. 
The maxillary sinuses were treated surgically and 
drained profusely. As the months went by, this 
child improved in nutrition and in general health. 
It was not until February, 1928, however, that the 
lungs were first found to be entirely normal on 
physical examination and they have remained so 
to the present time, in spite of two attacks of 
acute upper respiratory infection which occurred 
during this interval. Similar results were ob- 
tained in the three other children previously men- 
tioned. Eight of the children studied were im- 
proved to the extent that the rales which pre- 
viously had been constantly present for months 
have been seen to disappear for periods varying 
from several weeks to a few months, but tend 
to reappear following attacks of acute respiratory 
disease. When the rales reappear, they prove to 
be very stubborn in their persistence but usually 
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disappear again following a few weeks of free- 
dom from acute respiratory infection. Little or 
no improvement has been obtained in eleven of 
the twenty-eight cases. In these instances rales 
have been constantly present throughout the 
period of observation of the patient. On the 
basis of persistent physical findings, we have 
classified these children as unimproved, although 
in several instances the parents were of the 
opinion that the health of the child was better 
than it formerly had been. The remaining cases 
in this group have not been under observation 
a sufficient length of time to warrant any con- 
clusions. 

As a result of this study, we have been im- 
pressed by certain observations and experiences. 
We are convinced that chronic pulmonary disease 
affecting particularly the basal portion of the 
lungs occurs during childhood with frequency. 
The determination of the non-tuberculous etiol- 
ogy of the condition usually may be made with 
accuracy and without great difficulty. A diag- 
nosis of chronic non-tuberculous disease be- 
comes comparatively simple provided one re- 
peatedly examines the patient over a period of 


a few weeks and thus discovers the chronicity 


of the pathological condition present. ‘An ac- 
curate opinion as to the presence or absence of 
definite bronchiectasis usually requires the em- 
ployment of lipiodol. When lipiodol is used, a 
certain per cent of the children suffering from 
chronic non-tuberculous disease are found to 
have definite bronchiectasis. On the basis of 
physical findings, the patients having bronchiec- 
tasis of slight or moderate degree are often in- 
distinguishable from those in whom no bronchi- 
ectasis can be demonstrated. This observation 
suggests, therefore, that chronic non-tuberculous 
pulmonary disease, particularly of the basal por- 
tion of the lungs, may frequently be a precursor 
to the later development of a definite bronchiec- 
tasis. When bronchiectasis becomes established, 
it usually proves to be a chronically progressive 
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disease not infrequently advancing to a stage re- 
quiring very radical therapeutic measures. How- 
ever, if we are able to recognize chronic non- 
tuberculous pulmonary disease comparatively 
early in childhood either before bronchiectasis 
has developed or before it has progressed beyond 
its earliest stage, considerable benefit may be de- 
rived through a relatively simple but persistent 
regime of treatment. We must admit, neverthe- 
less, that chronic non-tuberculous disease occur- 
ring in children is very resistant to treatment and 
presents a situation of such serious future po- 
tentialities as to urge one to stubbornly persist in 
the employment of every known procedure offer- 
ing promise of eventual recovery of certain pa- 
tients and of distinct clinical improvement of 
others. 


DISCUSSION 


Dr. E. K. Geer (St. Paul): To me, this is an im- 
portant presentation because it has as its dominant 
theme the prevention of bronchiectasis. It surely must 
be granted that advanced bilateral bronchiectasis is one 
of the most discouraging of the many difficult problems 
confronting those seeing many chest cases. Any- 
thing which tends to prevent bronchiectasis is royally 
welcome. 

The text-books’ description of bronchiectasis is that 
of an advanced condition.. But it is possible to diag- 
nose it in an early stage. The more general use of 
bronchoscopy and intratracheal injection of iodized oil 
has made this very clear. And early bronchietasis can 
be treated successfully. 

Of course, it is impossible to predict how many of 
the cases such as Dr. Stewart mentioned will develop 
a true ectasis of the bronchi. But we do know that 
most of them exhibit the most important single intrinsic 
cause of bronchiectasis, namely, chronic or recurring 
infection of the bronchial walls. And in treating such 
individuals it is well, indeed, to look into the possible 
future and handle the present situation accordingly. 

A word regarding the s-ray of children’s chests. 
It is well to point out that children exhibit a much 
higher percentage of basal tuberculous lesions than 
aduits, so that much care and resorting to every pos- 
sible diagnostic means are imperative, rather than to 
assume, as so many do, that because a lesion is basal 
it must be non-tuberculous. 
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PARALYSIS OF THE SERRATUS ANTERIOR 
MUSCLE BY TRAUMA OF THE LONG 
THORACIC NERVE 


Louis Dunn, M.D.* 
Minneapolis 


Paralysis of the serratus anterior without involve- 
ment of other muscles in the shoulder or arm is a 
rare condition, and usually results from trauma applied 
above the clavicle. Description of the condition and 
resultant deformity is illustrated by a case which re- 
cently came under my care. 

The patient was a man, aged 52, small of stature and 
slight of build. On March 15th, he slipped on an icy 
sidewalk and fell on his right side. He was unable 
to catch himself, so that his right shoulder sustained 
the entire weight of the fall. Severe pain resulted, 
which passed away in about fifteen minutes, and was 
followed by.a dull ache lasting for several days. He 
first noted that it was difficult to use his right arm 
in dressing himself on the second day after his injury. 
He did not realize that any deformity of the shoulder 
existed until he came to my office sixteen days after 
his accident. Upon examination, there was nothing ab- 
normal to be seen anteriorly. Posteriorly, with the 
arms by the side, a slight projection of the median 
border of the right scapula was present. By abduction 
of both arms -in the horizontal position, the right 
scapula took a position to the side of the chest, its 
median border projecting directly backward and its 
inferior angle rotating backwards and upwards (Fig. 1). 
By pushing forward the interior angle of the scapula, 
with the patient’s arm held forward and horizontal, the 
forearm was made to rotate eight inches upward. He 
was unable to do this voluntarily. An endeavor on 
his part to raise both arms above the head resulted 
in lifting the left arm to a perpendicular position and 
the right arm to a not quite horizontal position. No 
pain was experienced on motion, and no tenderness was 
present on palpation except along a narrow area for 
about three inches on the right side of the neck above 
the clavicle. Neither motion nor sensation of the right 
arm or forearm was impaired. 

This syndrome is distinctive of serratus anterior 
paralysis. A corresponding picture and description of 
congenital paralysis of the serratus anterior muscle is 
shown in “Handbuch der Neurologie” by M. Lewandow- 
sky, Vol. 2, Spezielle Neurologie I, p. 257, 1911. He 
gives references to a number of corresponding trau- 
matic paralyses, p. 281-4. 

The long thoracic nerve which innervates the serratus 


*The author, Louis Dunn, died April 20, 1928. This article 
was his last scientific effort. 


anterior, rises by three roots from the fifth, sixth and 
seventh cervical nerve. Quoting from Morris’s Human 
Anatomy: “The upper two roots traverse the substance 
of the scalenus medius; the root from the seventh 
passes in front of that muscle. Twigs are furnished 
to the superior portion of the serratus anterior by the 


upper two roots; lower down they unite and are sub- 
sequently joined by the root from the seventh when 
present. The trunk of the nerve passes downward be- 
hind the brachial plexus and the first stage of the 
axillary artery, and runs along the axillary surface of 
the serratus anterior (magnus), supplying twigs to each 
of the digitations of that muscle.” 

Two or three inches of the long thoracic nerve above 
the clavicle is exposed to injury. There are two ways 
in which such an injury can occur: First, by catching 
the nerve between the clavicle and the first rib, and 
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second by pinching it between the clavicle and the 
transverse processes of the cervical vertebre. In all 
probability, such an injury does not occur unless the 
cervical fat is scanty and unless there exists a con- 
figuration which brings the clavicle into close juxta- 
position with the first rib of the transverse processes 
of the fifth and sixth cervical vertebrae. With such 
an arrangement existing, it is possible for a fall on the 
shoulder to force the clavicle backwards and upwards 
with consequent injury to the long thoracic nerve. 





UNILATERAL CONGENITAL ABSENCE OF 
TUBE AND OVARY 
REPORT OF CASE 





H. R. Leranp, M.D. 
Minneapolis 





Mrs. C. T., aged 24, housewife, was admitted to the 
hospital complaining of paroxysmal attacks of pain in 
the upper and lower right quadrants with vomiting of 
two days duration. She stated that the pain in the 
abdomen came on suddenly two days previously and 
that it was of a sharp stinging nature, coming on 
in paroxysms in the upper and lower quadrants of 
the abdomen. She had been well previous to the at- 
tack. During the preceding twenty-four hours she 
had vomited several times. The bowels had been 
regular with no disturbances. 

Past History—Married two years. She had had one 
induced abortion one year ago. Menses regular of the 
twenty-eight day type, four days duration. No pain. 
The last period occurred one week ago. 

Examination—The abdomen showed a _ marked 
tenderness in the upper and lower right quadrants 
and a marked muscle rigidity. 

Bimanual examination showed a marked tenderness 
in the right adnexal region. The cervix was normal 
and the uterus of normal size, shape and position. 
There was a mass about the size of a hen’s egg in the 
right adnexa which was extremely tender to touch 
and which was taken to be a tubo-ovarian swelling. 
No trouble was made out on the left. 

Laboratory Data.—Urine negative, red count; 4,000,- 
000; white count (on admission) 20,400. With ex- 
pectant treatment this dropped to 5,300 when she was 
operated. 

Operation.—Usual mid-line incision. There was a 
cyst of the right ovary the size of a hen’s egg. There 
were evidences of chronic infection of the right tube 
and of the appendix. In the lower right pelvis there 
was an organized exudate but no free pus. The pelvic 
peritoneum and the cecum were intensely congested. 

There was complete absence of the left tube, ovary 
and the left broad ligament. There were no other 
congenital malformations found in the pelvis. A badly 
diseased gall bladder with adhesions to the duodenum 
was also found. 

The literature on unilateral absence of the tube and 
ovary is very meager. The ovary is rarely absent 
but may lie disp!aced in the upper pelvis, iliac fossa, 
the groin, labia, or even in the retroperitoneal region 
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and must be carefully sought for. Nagel states that 
ovarian aplasia occurs only in monsters, mostly non- 
viable, but in 1923 Eismayer collected ten cases of 
unilateral absence and one bilateral. As a rule, there 
is homolateral absence of the tube and in one-half of 
the group there was absence of the corresponding 
kidney. 





PERSISTENCE OF THE CLOACA 
REPORT OF CASE 





S. G. Major, M.D. 
Saint Paul 

Persistence of the cloaca is a rather rare anomaly, 
and since the case herewith presented differs in many 
respects from the usual type of this defect, it seems 
worthy of a case report. A large number of cases of 
persistent cloaca have been published, but after a care- 
ful search of the literature no similar case has come to 
my attention. 

Before giving the case report it. may be well to 
briefly summarize the embryology involved. The 
cloaca represents the caudal expansion of the hind-gut, 
which gives off the stalk of the allantois ventro- 
cephalad. At a later stage of development the cloaca 
receives the mesonephric (Wolffian) ducts laterally. 
Thus, we see that the cloaca ultimately receives both 
the hind-gut and the mesonephric ducts, as well as 
communicating with the stalk of the allantois. This 
process has been completed in the 5 mm. embryo. 

At a still later stage the third primitive kidney de- 
velops, the metanephros. The glomerulus and proximal 
convoluted tubule are derivatives of the posterior 
nephrotomes, while the remainder of the uriniferous 
tubule, the renal pelvis and the ureter are early repre- 
sented by a bud given off by the mesonephric ducts 
just before they enter the wall of the cloaca. The bud 
grows dorso-cephalad so that it unites with the pos- 
terior nephrotome derivatives. If this union fails to 
occur we get cystic formation, and if any great number 
of such units are involved we get the condition known 
as polycystic kidney, which is usually a 
anomaly. 

Still another change takes place in the duct of the 
metanephros (ureter). This consists in the shifting of 
the opening of the duct from the mesonephric duct to 
the wall of the vesico-urethral anlage. Thus the 
metanephric duct becomes the ureter of the fully de- 
veloped fetus, while the duct of the mesonephros is 
destined to become the genital duct of the male. 

Let us now consider the fate of the cloaca in th 
course of normal development. It is divided into a 
dorsal rectum and a central urogenital sinus by a 
transverse saddle-like partition, the partition extending 
caudally. In the 11 mm. embryo the primitive uro- 
genital sinus has, by a process of elongation and con- 
striction, become divided into two portions, the dorsal 
vesico-urethral anlage, and the phallic portion. The 
former division receives the duct of the allantois, and 
the mesonephric ducts, as well as the metanephric ducts, 
after they have shifted their position, as already de- 
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The phallic division of the sinus extends 


scribed. 
into the phallus of both sexes and forms part of the 
urethra in the male, while it forms practically the en- 
tire urethra of the female. 

Still another point remains to be considered, and 


that is the formation of the anal canal. This is of 


ectodermal origin and forms as an invagination of the 





Fig. 1 


ectoderm. The anal membrane serves as a partition 
between the ectodermal and entodermal portions. The 
membrane later becomes perforate. 

The present case is that of a new-born male infant, 
which was the second of twins. Labor and delivery 
were normal. The body measured 42 cm. in length and 
weighed 1,830 grams. It was poorly developed and 
presented the following external anomalies: absence of 
anus; bilateral talipes equino-varus; spinal bifida in 
the sacral region; absence of the urethra. The ex- 
ternal genitalia were normal except as mentioned. The 
infant died one hour after birth. 

At autopsy several additional anomalies were found. 
The heart, lungs and thymus were normal. In the 
lower abdominal quadrants was a mass which was 
found to be the cloaca. It measured 14 cm. in its 
longest diameter, and displaced the cecum upward 
so that the appendix was found in the left upper 
quadrant, slightly to the left of the mid-line. The 
cloaca apparently communicated with the rectum and 
both ureters. Together with the kidneys, ureters and 
intestine it was removed en masse (Fig. 1). 

The kidneys were found to be poorly developed and 
were polycystic. The ureters were dilated and were 
found to contain a clear straw-colored fluid. The 
wall of the cloaca was punctured and 50 c.c. of a turbid 
yellow fluid were removed which had a specific grav- 
ity of 1.014. On examining the interior of the organ 
it was found to communicate through a large aperture 


with a diverticulum-like structure which measures 1.6 
cm. in diameter. On the right lateral wall of the latter 
structure were found two small tubular openings. It 
was thought that the tubes represented the remains of 
the Mullerian ducts, while the prostatic utricle was 
contained in the diverticulum wall. 

On the internal aspect of the cloaca a slit-like open- 


ing was found opposite the right ureter, while no 


similar opening was found on the left. However, fluid 
could not be forced through the opening from above, 
nor could a probe be inserted. Similarly, fluid could 
not be forced through the opposite ureter. At the 
lower end of the left ureter was a dilatation, but 
there was a distinct septum between this and the 
cavity of the cloaca. The rectum was connected with 
the cloaca only by a dense mass of fibrous tissue, 
there being no evidence of any communication. The 
stalk of the allantois was present on the ventro- 
cephalad aspect of the cloaca. 

A section was taken of the cloaca for histological 
study and its wall was found to be composed of four 
rather indistinct layers. The mucosa was composed 
of stratified epithelium, which varied from six to eight 
cells in thickness. The cells of the basal layer were 
somewhat smaller than those placed more superficially. 
The nuclei were relatively large and the cytoplasm was 
finely granular. In Figure 2 it will be seen that the 
more superficial cells tend to be elongated, while basal 
cells are columnar in type. 

The submucosa was composed of a loose connective 
tissue. The cells of the muscularis were arrahged in 
a very chaotic fashion and there was no evidence of 
arrangement into layers. The outer layer was com- 
posed of a rather dense connective tissue. Thus, the 
histology corresponded in a rough way to that of the 
embryonic cloaca. 
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SAFEGUARDING THE MILK SUPPLY 


| Bg 3 week Dr. Paul B. Brooks, Deputy State Health Commissioner of New 
York State, in a talk over the radio, made the statement that: 


“New York would have almost no typhoid fever, still lower infant 
mortality and fewer cases of bone and gland tuberculosis among 
children if every community in addition to properly safeguarding 
its water supply, required the pasteurization of all milk sold.” 


A very large percentage of the milk sold in the larger cities of Minnesota 
is pasteurized and in many of the smaller towns there are in operation excellent 
pasteurizing plants under the supervision of able and competent men. There are, 
however, many places where milk is sold that does not have even ordinary care 
in its production. It may not be possible in some of the rural districts to produce 
pasteurized milk, but that is not a good or sufficient reason for a non-supply of 
good clean, healthful milk. Anyone of ordinary intelligence may, if he will, 
produce clean milk. The fact that every now and then there occur local epidemics 
of septic sore throat, diphtheria, etc., which is attributable to an infected milk 
supply, should lead everyone to demand that so universally used a product be at 
least clean and free from the germs of disease. Whenever there is any possible 
question of doubt the safest plan is to boil the milk, especially if it be used for 
infants and children. It is frequently said that pasteurization or boiling the milk 
changes its character and that children refuse to take it. As a matter of fact the 
change is probably not great. The loss of vitamin C, which is a preventive of 
scurvy, is adequately replaced by fruit juices and vegetables. The change in 
taste matters not at all to the infant, who on occasion takes soured milk just as 
readily as sweet. Boiled milk, too, is more easily digested. The loss of fat con- 
tent in boiled milk is more apparent than real, for the reason that boiling breaks 
up the fat globules, which then do not so readily rise to the top. 

Most of us would probably prefer good, pure, clean raw milk and if it were 
possible to eliminate the human equation in its production all might be well. Nor 
will even pasteurization suffice if the milk does not reach a definite standard 
of cleanliness before it is so treated. There are many dairies in Minnesota that 
can and do produce good, clean, wholesome raw milk, notably those dairies sup- 
plying “Certified Milk” as well as some others. We have, however, not reached 
that point of efficiency where it is possible to eliminate accidents. Therefore, 


Pasteurize. 
He 
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THE INFLUENZA EPIDEMIC 


The epidemic of influenza from which the 
country is recovering, while apparently not as 
severe as the one which reached its peak in 1918, 
has been exacting an appreciable toll in human 
lives from the complication of bronchopneu- 
monia. The Census Bureau estimates that some 
26,000 deaths from pneumonia occurred in the 
country during the seven weeks preceding Jan- 
uary 5, the peak of the epidemic probably having 
been reached by that date. A peculiarity of the 
present epidemic is that it started in the west 
and spread eastward. In 1918 the Census Bureau 


reported 245,846 deaths and in the following year 
84,113 from influenza and pneumonia. 

Elderly individuals with poor general resist- 
ance seemed to fare the worst and the lesser com- 
plications of middle ear abscesses, mastoiditis and 
acute nasal sinus involvement occurred with 
marked frequency. 

Unfortunately the cause of influenza has not 
as yet been determined. The influenza bacillus 
while frequently associated with the diseases has 
not been conclusively determined to be the cul- 
prit. From the nature of the extreme con- 
tagiousness of the disease a microdrganism must 
be to blame, but until the bacteriology of the dis- 
ease has been determined little is likely to be ac- 
complished either in the prevention or control of 
this scourge. 

Most health officers have rather thrown up 
their hands when methods of control of the epi- 
demic have been mentioned. It is not likely 
that any of the usual isolation methods would 
be of service in lessening the spread of the 
malady. . Apparently an epidemic of influenza 
rages until all those susceptible contract the dis- 
ease and become temporarily immune. Immunity 
to the infection we know is not lasting and judg- 
ing from past experience we can expect an in- 
creased incidence of the disease in the months 
to come. Neither will it be surprising if the 
usual post-influenzal increase in encephalitis also 
occurs. 

The secrets of the epidemiology of influenza 
remain to be wrested from nature before this 
scourge, mild compared to some of the plagues 
which have afflicted the human race, is added to 
the list of pests overcome by modern scientific 
medicine, such as the bubonic plague, cholera, 
yellow fever, smallpox and typhoid fever. 





DISCONTINUANCE OF THE VENEREAL 
DEPARTMENT OF THE STATE 
BOARD OF HEALTH 

Shortly after America entered the World War 
the State Safety Commission instituted a pro- 
gram for the prevention of venereal diseases for 
the most part devoted to the protection of the 
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soldiers. In January, 1918, the work was taken 
over by the State Board of Health and carried 
on by the specially created Division of Venereal 
Diseases of the State Department of Health, 
which since that time has been supported by an 
appropriation for this special purpose. Orig- 


inally the sum of $30,000 was appropriated by ~ 


the legislature which was devoted to various ac- 
tivities of the division, which included the main- 
tenance of a laboratory. An additional $5,000 
was appropriated for educational activities di- 
rected against venereal diseases. From time to 
time the work of the division was extended as 
certain federal funds became available, until two 
years ago, when, the amount approved by the 
general state budget for the State Board of 
Health being considerably less than enough to 
provide the $35,000 for the Venereal Division, 
the work of this division was reduced to little 
more than the maintenance of a laboratory with- 
out a paid director. 

This year the State Board of Health requested 
the reappropriation of the $35,000 for the main- 
* tenance of the various laboratory and educational 
activities. of the Division. The Department of 
Health is an official branch of the State govern- 
ment. Its expenditures are controlled by the 
Commission of Administration and Finance cre- 
ated in 1925. The Board submits its request for 
appropriation to the Budget Commission, by 
whose decision the Board quite properly must 
abide in its contact with the legislature. Al- 
though the Commissioner of the Budget has 
recommended an appropriation for the State 
Board of Health some $6,000 greater than the 
previous appropriation, no recommendation has 
been made for any money for the Division of 
Venereal Diseases. This means that even the 
present activities of the Division, which include 
for the most part the free laboratory service ren- 
dered the physicians and public throughout the 
state, will be discontinued June 30, 1929. 

In 1928 the laboratory service consisted of the 
following: 43,672 Wassermann tests; 9,585 
slides examined for gonorrhea; 1,045 spinal 
fluids. The Social Service handled 945 cases, 
386 having been referred by physicians, 398 by 
hospitals and dispensaries, 106 by social and 
penal institutions and 55 by other sources. There 
were reported to the Division 4,442 cases of 
syphilis, 4,858 cases of gonorrhea and 38 cases of 
chancroid. 
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In the past eighteen months practically no 
venereal disease education activities have been 
carried out. Nine lectures attended by medical 
students, nurses and social workers, and dis- 
tribution of 7,253 pamphlets covered that phase 
of the activity. 

If the Division of Venereal Diseases is dis- 
continued the cases of venereal disease picked 
up by the practitioners of the state through the 
rather liberal use of the free service which has 
been rendered by the laboratory since 1917 and 
which would not be diagnosed if the usual lab- 
oratory fees had to be paid by the patients, will 
be overlooked. While there has been some ques- 
tion as to the value of reporting venereal dis- 
eases, the work of the follow-up branch of the 
division in urging the diseased to continue treat- 
ment has proved the value of the procedure. In 
the three large cities venereal clinics for free 
treatment and a limited amount of follow-up 
work has been taken over by the local charities 
or health départments. The remainder of the 
state will suffer most from the discontinuance of 
the Venereal Division. 

We realize there is some room for argument 
as to how far the state should go in the treat- 
ment of disease in general. Most agree that it 
should go far in the prevention of disease, and 
that the detection of infection is necessary in the 
prevention of an infectious disease has been the 
reason for the past activities of the Division. 
The need for certain work along venereal dis- 
ease prevention is evident. The discontinuance 
of the Venereal Division of the State Board of 
Health will mean that a certain increase in the 
prevalence of venereal disease will result unless 
some other solution of the problem is offered. 





THE NEED FOR PREVENTORIUMS 


The preventorium is an institution wherein 
infants and children who have lived with tuber- 
culous persons, and therefore are almost certain 
to be infected, can be cared for and the develop- 
ment of the disease can be thwarted. The def- 
inition just given seems to be necessary, for this 
country never has had many preventoriums and 
interest in them has flagged. Knopf has stressed 
the importance of these institutions. He be- 
lieves that if tuberculosis really is to be con- 
quered in the United States the almost total lack 
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of preventoriums is one of the essentials to which 
attention must be given. The same author points 
with regret to the fact that the first typical in- 
fantorium that served the states of New York 
and New Jersey, and which was made possible 
by the efforts of Dr. Alfred F. Hess, had to close 
because of lack of funds. Conceivably, if money 
is to be given or appropriated for the establish- 
ment and maintenance of preventoriums donors 
and officials would like evidence that the estab- 
lishments are worth their keep. There is plenty 
of that but it is not always easy to find. Bronfin’s 
recent article, therefore, is timely. He reviewed 
the clinical records of 300 children in the Hof- 
heimer Preventorium, with the following results: 
Seventy per cent of the children were 7 per cent 
or more underweight; 45 per cent had definite 
cervical or submaxillary lymphadenitis ; roentgen- 
ograms of the chest were normal in only seventy- 
two of the 300; 30 per cent had fever; in 22 per 
cent there was calcification at the hilum; in 11.6 
per cent primary foci were detected, and in 11.3 
per cent frank parenchymal pulmonary infiltra- 
tion was noted. The physician does not have to 
be told what these signs mean ; that some of these 
children, if untreated, would have succumbed in 
a few months; that others would have resisted 
the infection temporarily, only to die from a 
subsequent flare-up. In Bronfin’s series “under 
treatment, symptomatic improvement invariably 
occurred.” Treatment consisted in curtailment of 
school work and of exercise, graded heliotherapy, 
and attention to nourishment, rest and sleep. 
There was little routine ; much individualization. 
The results would indicate that preventoriums 
are essential and, when adequately staffed and 
when patients are properly selected, are a na- 
tional asset. 


Ricuarp M. Hewitt, M.D. 
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HISTORICAL COMMITTEE 


This is the third month we have been running 
this stuff. Shall we keep it up? We may write 
ourselves out if you don’t help us, but we can 
keep it up for some months yet. Help just a 
little by sending in items for our History Com- 
mittee. Below is the story we promised for this 
month. 


Dr. John Emerson, an army surgeon, arrived 
at Ft. Snelling bringing with him a negro slave 
by the name of Dred Scott. You have heard of 


the Dred Scott Decision; we read it in our old 
history book at school years ago, but the book 
said that Dred Scott was taken to Michigan. So 
he was, but at that time this part of the country 
was part of Michigan. 


We have no portrait of Dr. Emerson nor of 
Dred Scott, but we suppose either could be had 
if we searched for them. What was an army 
surgeon’s uniform in those days? Was he al- 
lowed to wear an epaulet on both shoulders or 
only on one? Was he a real officer or only a 
half soldier? Well, that is wandering from our 
object. We may run some pictures again next 
month. Who was the first volunteer surgeon to 
enlist in the Civil War and who examined the 
first volunteer recruit for that conflict? Yes, it 
was a Minnesota man in both instances. Were 
they one and the same man? We shall tell you 
next month. Remember, Dr. H. M. Workman, 
of Tracy, is Secretary of our Committee. He 
will be glad to hear from you. 


J.M.A. 





ANATOXIN AND DIPHTHERIA TOXOID 


Anatoxin is diphtheria toxin so modified by the ad- 
dition of formaldehyde and the application of heat that 
the toxic properties are greatly reduced while the anti- 
genic properties are retained. The product is prepared 
and recommended for use in diphtheria prophylaxis by 
Ramon of the Pasteur Institute, Paris, France. Amer- 
ican manufacturers supply a product, diphtheria toxoid, 
which is prepared by the addition of formaldehyde to 
diphtheria toxin and the application of heat. This 
material is tested for antigenic efficiency by a guinea- 
pig protection test. It is essentially the same as ana- 
toxin except for the method of testing for potency. 
The diphtheria toxoid of the H. K. Mulford Co. and 
E. R. Squibb & Sons has been accepted for New and 
Non-official Remedies. (Jour. A. M. A., December 22, 
1928, p. 2016.) 
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Ethics and Professional Advertising 


One of the problems of the medical profession in its relations to the public is the question of 
ethical publicity, or, as some of the laity prefer to call it, “Professional Advertising.” The follow- 
ing editorial from the Chicago Tribune of December 19 will be of interest: 


‘The suggestion that professional ethics be revised to the extent of permitting doctors setting 
forth their experience and qualification in formal advertising cards has elicited enough comment to 
indicate that the subject is interesting. The discussion has been carried on exclusively by practi- 
tioners and it has been without exception sympathetic to the proposal. There has been no antago- 
nism expressed and the outlaw fringe of the profession, which practices unscrupulous advertising, 
has not championed the suggestion as a justification for their tactics. It has been accepted by the 
moderates among the practitioners as a measure which would afford protection ‘to the public and 
improve the condition of the competent practitioner. 


“One of the most frequent criticisms of the present restriction against advertising is that a 
number of physicians actually receive the full benefits of advertising through prominent mention in 
the news columns. Without violating the ethics of the profession they have the faculty of gaining 
publicity concerning their work or their statements. This, the critics who have expressed them- 
selves consider an injustice, for the equally competent practitioner or specialist lacking this front 
page flair must be content with obscurity. He cannot overcome his disadvantage by making a dig- 
nified statement of his professional preparation, his specialty, his hours of consultation, and his as- 
sociations through an advertising medium. 


“Others have suggested that the advertising prohibition is a superannuated convention, a 
static influence limiting the practice of physicians without self-promotion ability and denying in- 
formation to the public. In cities, particularly where there is little neighborhood stability, a doctor 
is handicapped. He cannot depend upon a reputation to bring him patients because of the shifting 
population and he is restrained from fixing the attention of the community upon his practice by the 
insertion of a professional card. The public, too, without the institution of the family doctor, is 
without medical advice in emergencies. Consequently there is the likelihood of a patient becoming 
the victim of unscrupulous practitioners or of a cult. 


“It is the influence of the American Medical Association, of course, which prevents such a re- 
vision of medical ethics. It is responsible, as no other agency could be, for the high medical stand- 
ards, progress in medical research, distribution of information, and promotion of the public health 
in this country, but with its power there is the danger of creating too great censorship, of resist- 
ing progress with the inertia of tradition. It is well known that a number of its members regard 
its control of the profession as tyrannous. Some of this criticism should not be entirely dis- 
credited, although sympathy for the quacks who have been outlawed by the association and whose 
practice is constantly being fought should decidedly not be encouraged. In some respects the re- 
straints imposed upon amateurs by the American Lawn Tennis Association are comparable to the 
censorship of the American Medical Association. In forbidding amateurs to engage in certain pub- 
licity activity the tennis association refused to refashion its rules according to changing conditions. 
The same observation is probably somewhat justified in the case of the American Medical Asso- 
ciation.” 


QO> tities 





COMMITTEE ON PUBLIC HEALTH EDUCATION 


Committee on State Health Relations 


The State Medical Association’s Committee on State Health Relations has addressed the follow 
ing questions to the Secretaries of the various County and District Medical Societies: 


1. How does the medical profession of your district get on with the following agencies? Is there 
a good feeling and close codperation, or a lack of codperation, or definite friction (and if so, 
how)? 


a. State Board of Health in its various activities especially its Child Hygiene Division (under 
Sheppard-Towner Act. 


b. County Public Health Nurses—the nurse herself and the County Public Health Nurse’s Ad- 
visory Committee, if there is one. 





c. State Board of Control—Various State Hospitals and Institutions, Children’s Bureau. 


. Are these local activities carried out in conjunction with one another or independently? Are 
these activities distinctly separate from the activities of unofficial organizations such as County 
Red Cross, Public Health, or Tuberculosis Associations? 


. Do the profession and the people clearly differentiate the activities of the tax-supported from 
those of the unofficial organizations? If there is confusion, do you think it is due to confusion 
of aims and activities or to actual confusion of personnel? 


. Has your County or District Medical Society an official contact with the various local health 
agencies through some committee or appointed delegates, or an informal contact through in- 


dividual doctors working with those agencies, or is there no contact? 


It is hoped that the replies will reach us in time to be studied before the annual meeting of the 


Secretaries in St. Paul on February 23rd. 


Definite views of any member of the State Medical Association regarding the above questions 
will be welcomed if sent in through the Secretary of his local Medical Society or directly to 


one of the following: 


F. H. Aldrich, M.D 
E. S. Boleyn, M.D 
Harry Conner, M.D 
Edward E. Evans, M.D 
E. W. Fahey, M.D 
A. Gullixson, M.D 
C. L. Haney, M.D 


Belview 
Stillwater 
St. Paul 
Minneapolis 
St. Paul 











John N. Libert, M.D 
Olaf A. Olson, M.D 
Wm. A. Piper, M.D 
L. G. Smith, M.D 
J. J. Stratte, M.D 
J. A. Thabes, M.D 
Theodore H. Sweetser, M.D 


St. Cloud 
Minneapolis 
Mountain Lake 

Montevideo 
Hallock 
Brainerd 
Minneapolis 




















HAIR-A-GAIN 


This is an alleged enhancer of beauty, sheen, luster, 
color, texture, contour and abundance of the scalp and 
hair. Georgia O. George of Los Angeles claims to be 
the inventor, originator and sole manufacturer of this 
preparation and of Mask O’Uth Liquid Mask and Sci- 
entific Systemethod. “Hair-A-Gain” is advertised in 
newspapers and by radio broadcasting stations WMCA, 
New York, WHK, Cleveland, WEBH, Chicago, KMOX, 
St. Louis, KFXF, Denver, and various stations on the 
Pacific Coast. The A. M. A. Chemical Laboratory re- 
ports that Hair-A-Gain Liquid Shampoo is marketed 
in bottles containing about 240 c.c. of a yellow, turbid, 
viscous liquid, possessing a faint odor suggestive of 
tar and a marked insoluble residue. From its exami- 
nation the Laboratory concludes that the preparation 
is essentially a water solution of ordinary soap. Prob- 
ably it is the tar, or tarlike substance, that is incor- 
porated in the Hair-A-Gain Paste that has been re- 
sponsible for such unpleasant effects as have been re- 
ported from its use. (Jour. A. M. A., December 22, 
1928, p. 2012.) 


SERIOUS ILLNESS CAUSED BY COPPER 
CLEANSER CONTAINING CYANIDE 

Investigation of the sudden serious illness of a num- 
ber of persons in a hotel in a city in the central part 
of New York, revealed that they were suffering from 
cyanide poisoning. 

A sample of a cleanser used to clean copper pots and 
pans was obtained and referred to the Dairy and 
Food Bureau of the State Department of Agriculture 
and Markets. Analysis showed a relatively large 
amount of cyanide. This fact was reported by the 
Bureau to the State Board of Pharmacy, which notified 
the manufacturers of the product that they must label 
their containers so that the word “Poison” and the 
name of the poisonous ingredient would appear in red 
ink on the label. This has subsequently been done. 

Since the sale of this product for the purpose indi- 
cated can not be prohibited if it is properly labeled, 
users are cautioned that cyanides in any form are poi- 
sonous and may cause death by inhalation of the fumes, 
absorption through abrasions of the skin or by being 
carried to the mouth on the hands—Health News, 
N. Y. State Department of Health, Jan. 28, 1929. 
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A LETTER FROM HILDING BERGLUND TO A 
COLLEAGUE IN MINNEAPOLIS 





Peking Union Medical College, Peking, China, 
December 7, 1928. 


I feel a little ashamed for not having written before 
but I have not written anyone except the Dean once. 
I wanted to let my impressions settle before I tried to 
put them on paper and I also wanted to see sufficient 
of the clinical material, to know what we have and 
what we have not. We have a medical service of about 
the same size as our service in Minneapolis and the 
hospital as a whole also corresponds very closely to the 
size of the University Hospital. All the practical sub- 
jects are pretty well represented and the habit of con- 
sultations between departments is developed to what I 
should call a normal degree so that I see or know of 
everything interesting. 

As to the not infectious diseases the most remark- 
able thing is an almost complete absence of hyperten- 
sion. The average blood pressure in our ward patients 
is also lower than at home. The systolic pressure sel- 
dom reaches 100 mm. Arteriosclerotic eye ground 
changes are rare and very little developed. In a pe- 
culiar contrast to this behavior of the smaller vessels 
stands the susceptibility of the larger arteries in throm- 
bo arteritis obliterans, of which there is an abundance 
in young people. Hyperthyroidism is very rare. I have 
seen only one case in a pupil nurse and with a basal rate 
of plus 70 she presented practically no nervous symp- 
toms nor eye changes. Gastric and duodenal ulcers are 
less common than at home, and I believe the same holds 
true for gallbladder diseases. Another thing which is 
definitely rare is diabetes and the cases we have seen 
have been mild. We are testing the secretory function 
of the stomach by means of histamin and in one hun- 
dred and sixty consecutive cases from the dispensary 
and the wards we have so far found no case of achyl- 
ia. I believe that we also dare to say that in northern 
China pernicious anemia is unknown. On the blood 
question, which is very interesting, | am writing Wat- 
kins in detail. I am in January going down to a medi- 
cal congress in Shanghai and one of the topics is the 
anemias in China. Cirrhosis of the liver is very com- 
mon, both of the ordinary type and of the Banti type, 
if such a type exists, and we have removed five or six 
spleens from which we, like investigators in other parts 
of the world, cultivate a fungus. Whether this fungus 
plays any r6le as an etiological factor or is there as a 
secondary invader or saprophyte we do not know, but 
we are carrying on animal work both in monkeys and 
in smaller beasts. The beneficiary result of splenectomy 
is amazing and hard to explain, since the liver in all 
cases is markedly cirrhotic. Nevertheless, ascites usual- 
ly disappears. Further, we have a great number of 
nephrosis cases. I started to analyze them but was soon 
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side-tracked by the Bantis and by the anemias. A won- 
derfully developed case of scurvy came down from 
Mongolia, where they have plenty of it. In Mongolia 
most everybody is said to have syphilis, which reveals 
another peculiarity. There is plenty of untreated syphi- 
lis of all kinds in Peking, too, for that matter. Leprosy 
of course we have. We even had a leprosy autopsy the 
other day—a physician from Cuba. Actinomycosis is 
not uncommon, and a few days ago one of our in- 
ternes recognized a case of monila pulmonis in an old 
Chinese political leader from the early days of the rey- 
olution. A case of echinococcus came to autopsy with 
a few hundred cysts, destroying the right femur. Pic- 
tures are enclosed. A case of chyluria we saw in the 
wards; we were unable to find any filaria in the blood. 
The interesting point was that when the patient was 
walking around, his urine was clear. When he was 
lying down flat the urine became like heavy cream and 
coagulated spontaneously, containing besides the fat and 
the fibrin also globulin and albumin. Unfortunately 
we were not able to find out where the leakage into 
the urinary tract was localized. But the demonstration 
of the valve mechanism connected with the leakage, I 
believe, was a new observation. 

Of contagious diseases, tropical or subtropical, we 
have a variety. It is a little queer to write the word 
“tropical” and to remember the hot days of August a 
day like today, when a gale is blowing outside and the 
temperature seems to be rapidly approaching zero. Ty- 
phoid, bacillary dysentery and amebic dysentery are 
endemic. Typhus we have had some cases of and more 
is coming as the winter weather necessitates more 
dirty clothing. When I first came we had in one week 
two cases of hydrophobia and two cases of anthrax. 
Arsphenamine in doses of .6 to 9 daily for three to 
four days has wonderful effect in anthrax. Kala azar 
is not very rare but seems to be diminishing. Our 
cases have been fairly late and we are running a high 
mortality. Noma is a common complication and very 
difficult to do anything worth while against.. Suppu- 
rative parotitis has been a fairly common complication 
in some of our typhoids that have come in late. The 
typhoids, by the way, are running a high mortality of 
about 16 per cent. We have had some cases of en- 
cephalitis but no polio since I came. 

This all makes a medical situation of extreme in- 
terest. We, the newcomers from the States this fall, 
have taken a few hours with our very pleasant man in 
parasitology, Dr. Khaw, and I have learned to appre- 
ciate not only the practical importance of parasitology 
in the Orient but also the importance of parasitology 
as a detached subject as represented by Riley in our 
zoology department in Minneapolis. I certainly did 
not know that the ascaris radically changed its habits 
of living and propagation in 1916. You can hardly 
imagine the amount of interesting material parasitol- 
ogy involves, of which we have no or little knowledge 
among medical men. Rogers, the great English hero in 
Tropical Medicine, coined the phrase that “In the Ori- 
ent the microscope takes the place of the stethoscope” 
and to a great extent he is right. 

The life in Peking is just as interesting as the medi- 
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cal situation. Of local medical meetings we have a 
scientific meeting in the P. U. M. C. twice a month, 
another meeting in Chinese of the National Medical 
Association of China once a month and a meeting of 
the Society of Experimental Biology and Medicine as 
often as needed. 

lf you think this letter is of sufficient interest to 
some of the men we know, you might tell them about 
it at some academy meeting and at the same time con- 
vey to the academy my respectful greetings. 





The Christian Science Watchman 
20 Jackson Place N. W. 
Washington, D. C. 


December 1, 1928. 
To THe Epitor: 


The tragedies that have been permitted in the name 
of Christian Science by its overzealous devotees have 
largely justified the widespread prejudice against it. 
The Christian Science Parent Church, the independent 
movement in Christian Science, is endeavoring to bring 
a new spirit of sanity and common sense into the 
practice of mental healing. It recognizes the unselfish, 
humanitarian labors of the medical profession in 
alleviating human suffering. It likewise recognizes the 
vital function of spiritual forces in relation to health 
It is convinced that there exists a basis of codperation 
on which medicine and religion may thrive together 
for the advancement of world health. 

Since Mrs. Eddy’s death, Christian. Science practice 
has become very largely a commercialized faith-cure. 
The record of disease and death among Christian Scien- 
tists during the last few years is appalling. Because 
of a superstition that the use of a drug is an evil and 
the employment of medical aid tantamount to a con- 
fession that Christian Science has failed, the majority 
of the adherents of that faith turn to medical assistance 
only as a last resort, usually secretly and with the 
depressing conviction that they are committing a posi- 
tive sin. The official attitude of the Boston Christian 
Science Church, as widely published by its authorized 
spokesman, is that “Advocating cooperation between 
Christian Science and medicine is an absolute denial of 
the Christ, Truth.” Such an attitude tends to nullify 
the work of the physician and deplete the patient’s 
mental capacity for recuperation. Frequently the doctor 
is called only when death is considered imminent, and 
to prevent, if possible, the embarrassment of an inquest. 

These conditions have arisen from a misconception 
of Christian Science in its larger application. In order 
to prove to an incredulous world that the body can 
be healed by Mind, drugs were discarded during the 
early stages of the movement. Nevertheless, it is a 
recognized fact in Christian Science that a drug may 
be the medium through which the common faith and 
hope of the majority of mankind expresses itself. In 
the personal experience of Mrs. Eddy there came a 
time when neither her own nor her followers’ unaided 
faith was sufficient to relieve her of serious suffering. 


Understanding the effect of the faith of the majority 
of mankind in medical science she decided to utilize 
it, and gratefully availed herself of the services of 
reputable physicians on various occasions. 

In so doing, she was consistent with her own teach- 
ing on the relation of a minority’s faith in Mind-power 
to a majority’s faith in material means. She was far 
in advance of her followers’ practical application of 
Mind-Science. Had her example been intelligently fol- 
lowed by her students, Christian Science practice would 
today hold a higher place in the general estimation of 
the world. 

The Christian Science Parent Church was organized 
a few years ago under the leadership of Mrs. Annie C. 
Bill. It has developed branches throughout Great 
Britain, America, Australia, and elsewhere. Its mem- 
bers have been recruited almost entirely from those 
who have resigned from the original Boston Christian 
Science organization after they became convinced that 
the trend of thought within that body precluded further 
advancement of Mind-Science. 

The Parent Church maintains that the work of the 
Christian Scientist is limited to the teaching of spiritual 
truth, and to removing fear and other unhealthful 
moral conditions. Its members are forbidden by their 
Church By-laws to meddle in any way with medical 
or surgical practice, but must leave such work to those 
who are qualified and legally authorized for that re- 
sponsibility. Neither shall a practitioner of this Church 
render his services unless both patient and attending 
physician request his aid. 

Spiritual healing has a definite place in therapeutic 
practice. Therefore, in order that it may be utilized 
under such conditions as will keep it within its proper 
field and insure the maximum results, we bespeak the 
intelligent codperation of the medical fraternity and 
the press. 

Yours very truly, 
A. M. VICKERY, 
Editor. 


NITRITES IN SEASICKNESS 


Sodium nitrite and glycerol trinitrate (nitroglycerin, 
which has the physiologic action of nitrites) have been 
used in seasickness but they have not been proved to 
be specific. From 3 to 5 grains (0.2 to 0.3 Gm.) of 
sodium nitrite are given at two-hourly intervals for 
several doses and may be used as a preventive or a 
curative. (Jour. A. M. A., December 1, 1928, p. 1738.) 





BOUILLON CUBES 


These do not contain a great deal of nourishment. 
A four ounce (120 c.c.) portion of liquid bouillon con- 
tains approximately 2.5 Gm. of protein, and no fat or 
carbohydrate, and has a fuel value of 13 calories. The 
only relation of bouillon cubes to food lies in their 
stimulating effect on the gastric juices. (Jour. A. M. 
A., December 22, 1928, p. 2015.) 
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MISCELLANEOUS 


PITUITARY HORMONES 


For his work in an investigation of the ductless 
glands, and particularly in his isolation of pituitary 
hormones, Dr. Oliver Kamm, director of chemical re- 
search of Parke, Davis & Company, manufacturing 
chemists, has been awarded the $1,000 prize by the 
American Association for the Advancement of Science 
for the “most noteworthy contribution to science pre- 
sented at the annual meeting.” 

Some 2,000 scientists delivered addresses at this meet- 
ing, which was held in New York. The award was 
announced on January 2 by Dr. Henry Fairfield Os- 
born, president of the Association. 

The isolation of two hormones from the posterior 
lobe of the pituitary gland, as revealed by Dr. Kamm, 
is held by chemical scientists to be equal in importance 
to the isolation of insulin and the discovery of adrena- 
lin. 

Dr. Kamm isolated the alpha and beta hormones of 
the posterior pituitary after twelve years work in the 
Parke-Davis Research Laboratories. This, incidentally, 
in the first time that anyone has demonstrated that 
one gland might contain more than one hormone. 

The alpha hormone is the so-called oxytocic principle. 
The beta hormone is the blood-pressure-raising prin- 
ciple. Dr. Kamm also showed definitely that the beta 
hormone has the power of controlling the excessive 
output of water. His paper before the American As- 
sociation for the Advancement of Science showed that 
it has been a mistake to refer to the so-called “renal 
activity” of pituitary extracts. 

The beta hormone does not act upon the kidneys, but 
controls the utilization of water by the individual tis- 
sues of the body. 

The usefulness of this beta hormone is now under 
investigation in diseases characterized by excessive loss 
of water, such as diabetes insipidus, burns, cholera, 
other infectious diseases, and surgical shock. 

Dr. Kamm points out in his prize-winning paper that 
much depends upon the ability of the body tissues to 
retain and utilize water. He said: 

“The dangerous symptoms following surgical anes- 
thesia are due mainly to the dehydration of tissues, and 
the use of beta hormone prevents such desiccation. 

“Following extensive body burns, it has been thought 
that death results from the absorption of toxins. Ac- 
cording to the newer view, however, it may be the re- 
sult of the desiccation of the body tissues. In such 
cases, if this were proved true, the use of a drug like 
the beta hormone might possibly save life by favoring 
the retention of water in the tissues. It is conceivable 
that something quite startling might flow from this idea 
in cases of serious burns. 

“Water-intoxication, with its alarming symptoms lead- 
ing even to unconsciousness, is very rare. The other 
extreme, that of water-poverty, is rather more com- 
mon, and is characterized by extreme thirst and ex- 
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cessive elimination of water. This condition, known 
clinically as diabetes insipidus, is relieved at least tem- 
porarily by pituitary extract, and it has just been found 
that the beta hormone possesses this remarkable action, 

“Although other factors are also involved, it appears 
that proper hydration is needed for the growth of tis- 
sues. In this respect, few of us are absolutely normal, 
We find that some individuals are extremely sensitive 
to the action of the beta hormone—they are the ‘physio- 
logical wets’; while others readily return to normal 
after administration of the hormone—they are the 
‘physiological drys.’ 

“It has just been observed that the fleshy type of 
individual is almost invariably of the wet type, whereas 
the slender, scrawny person is usually a dry. The sug- 
gestion is therefore made that we have here possibly 
one of the important explanations as to why the for- 
mer is fleshy and why the latter fails to gain weight 
readily in spite of an excessive intake of food and 
water. It is apparent that the portly person who is de- 
sirous of reducing must cut down on his liquid intake, 
as well as on his intake of solid food. As for the 
scrawny person, gland therapy may possibly be indi- 
cated, but here the work still is in the investigative stage 
and conclusions cannot be drawn. 

“Only a very few grams of highly purified alpha and 
beta hormones are as yet available. Commercially they 
are known as pitocin and pitressin, respectively. Al- 
though the Parke-Davis Research Laboratories use the 
methods of micro-analysis, a single laboratory experi- 
ment requires the pituitary glands of 50,000 cattle.” 

In prefacing his address, Dr. Kamm told the Amer- 
ican Association for the Advancement of Science, that: 

“Man is on the threshold of a great chemical era. 
As the number of products derived directly from na- 
ture is decreasing, the field of synthetic possibilities is 
continually increasing, and as a result the possibility of 
producing new or related drugs will continually in- 
crease.” 





MINNESOTA STATE BOARD. OF MEDICAL 
EXAMINERS 


STATE OF MINNESOTA vs. Ropert G. ERRINGTON 

Robert G, Errington entered a plea of guilty in the 
District Court of Lac qui Parle County, Minnesota, on 
December 11, 1928, and was sentenced on December 20, 
1928, by the court to pay a fine of $500.00 and the court 
costs for violating the Minnesota Basic Science Law. 

The court costs were paid by the defendant and the 
fine was suspended on the condition that the defendant 
absolutely refrain from practising the healing art in 
this state, 

The specific charge against the defendant was that 
he attempted to treat a case of infantile paralysis for 
which he was paid the sum of $500.00 in cash. The 
court was informed by counsel for the defendant that 
Errington was no longer a resident of the state. 

The court was inclined to suspend the sentence in 
this case due to the fact that the defendant no longer 
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resides in the State of Minnesota and is under a sus- 
pended sentence of five months imposed by Judge Ba- 
ker in June for a violation of the Medical Act, at 
which time Errington served thirty days in the County 
jail at Olivia, Minnesota. 


StaTE oF Minnesota vs. J. E. Durort 


J. E. Dufort has been practising at Northome, Min- 
nesota, as a physician and surgeon for the past four- 
teen years. He was given a chance to close his office 
and get out of the business in July of this year but 
he did not do so. 

A complaint was filed against the defendant under 
the Basic Science Law (December 10, 1928) charging 
him with maintaining an office in Northome for the 
diagnosis and treatment of ailments. On December 22 
the defendant entered a plea of guilty at Park Rapids 
and was sentenced to one year in the county jail, sen- 
tence suspended on the condition that Dufort cease 
practising in any way, shape, or manner in the State 
of Minnesota and on the further condition that he move 
his residence from Koochiching County. 

This suggestion in reference to Dufort’s moving out 
of the county was made by the board for the reason 
that if Dufort remained in the same locality that he 
had practised in for fourteen years he would be more 
than likely to engage in the healing art. Judge Wright 
thought the suggestion very appropriate and made it one 
of the conditions on which the sentence was suspended. 
Dufort was informed by the court that the suspension 
of his sentence would most assuredly be revoked un- 
less he complied with these two conditions. 
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Dr. Frank W. Metcalf 


Following a short illness Dr. Frank W. Metcalf of 
Fulda, Minnesota, died at his home Monday, January 
7, 1929. Death was due to pneumonia. 

Frank Woodward Metcalf was born at Dodgeville, 
Wisconsin, on October 8, 1875. Here he attended the 
public schools, later entering the University of Wiscon- 
sin. In 1898 he served as County Superintendent of 
Schools for Iowa county, Wisconsin. 

Although successful in his teaching profession, his 
heart was with medicine, and he returned to the Uni- 
versity of Chicago to resume his studies. In 1907 he 
graduated from Rush Medical College, and, following 
a two year internship at the Presbyterian hospital at 
Chicago, entered the practice of medicine. He first 
settled at Soudan, Minnesota. 

In November, 1909, he returned east, and on the 
25th of that month was united in marriage to Miss 
Maud Langston, at Niles, Michigan. The young couple 
made their first home at Winton, and on January 1, 
1919, moved to Fulda. 

Associated with him in his Fulda practice was Dr. 
Stanley, and in 1920 the two doctors joined in the 
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organization of the Clinic at Worthington, Dr. Stanley 
moving to that city. 

Dr. Metcalf remained at Fulda, and in the decade he 
practised his profession there he was a central figure 
in the professional and business life of the village. The 
tribute paid Dr. Metcalf in the Fulda Free Press states 
that he was never too busy for a few words of en- 
couragement or friendly chat. His invigorating per- 
sonality cheered many a sick room and many a forlorn 
heart. As president of the Fulda Community Asso- 
ciation, Dr. Metcalf did more than any other indi- 
vidual to foster and maintain cordial, friendly rela- 
tions between the people of the community. He was 
a member of the Masonic and Eastern Star orders, and 
of the Presbyterian church. 

“Dr. Metcalf was exceedingly fond of his home and 
devoted to his family. His greatest pleasure was in 
working about his home yard, and in anticipating and 
providing his wife and daughters with the comforts of 
life. His -was the ideal life, and the Fulda com- 
munity is justified in mourning with the family this 
splendid man ‘who went about doing good.’” 

Dr. Metcalf is survived by his wife and three daugh- 
ters, Sarah, Mary and Maud, as well as two brothers, 
Alec, of Dodgeville, Wisconsin, and Walter, of Porter- 
ville, California, and one sister, Mrs. R. F. Jones of 
Dodgeville. 


Dr. Peter A. Aurness 


Dr. Peter A. Aurness, 68 years old, prominent Min- 
neapolis physician and surgeon, died Monday, Decem- 
ber 17, following an illness of over a year. He was 
born in Norway and there received his preliminary 
university education. He came to Minneapolis in 1887 
and attended the University of Minnesota medical 
school, from which he graduated in 1890. 

Taking up the practice of his profession in the city 
he became one of the first physicians on the staff of 
the Norwegian Deaconess hospital. 

Dr. Aurness is survived by his wife, Ida M. Aurness; 
one son, Rolf C.; two granchildren—all of Minne- 
apolis; and a brother in Norway. 


Dr. F. M. Smersh 


Dr. F. M. Smersh, president of the Owatonna Board 
of Health, died December 28, 1928. He had been 
suffering from bronchial pneumonia. 

Dr. Smersh was prominent in civic affairs, and in 
local and national medical and public health associa- 
tions. 

He is survived by his widow, two sons, Dr. Jerome 
Smersh and Clement Smersh of Owatonna, and a 
daughter, Mrs. Herbert Clefton of Minneapolis. 











REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


MINNESOTA STATE MEDICAL ASSOCIATION 

The next annual meeting of the Minnesota State 
Medical Association will be held in St. Paul, at the 
Masonic Temple, on May 13, 14 and 15 and will be of 
unusual interest. The program committee has been 
exceptionally fortunate in securing Dr. Elliot P. Joslin, 
Professor of Medicine, Harvard University, and Dr. 
George P. Muller, Professor of Surgery, U. of Penn- 
sylvania, as speaker. Dr. C. W. Hopkins, Chicago, 
Chief Surgeon of the Northwestern Railway, and Dr. 
Henry G. Bugbee, New York, Urologist, have also 
been invited. 

The Medical Economics meeting will be held Mon- 
day night, May 13. Michael Davis of the Julius Rosen- 
wald Foundation, Dr. Morris Fishbein and others will 
discuss “The High Cost of Medical Care.” 

On Monday morning clinics will be held, the after- 
noon being devoted to a symposium on fractures un- 
der the auspices of the Minnesota Orthopedic Club. 
Tuesday and Wednesday will be given to an intensive 
program on other scientific and medical subjects. A 
banquet will be held Tuesday night. 

The motion picture known as the “Canti Cancer 
Film” will be exhibited. The film was prepared in 
London. It depicts in three reels the growth and di- 
vision of cells in tissue culture and the effect of ra- 
dium on normal and malignant cells. 

Numerous commercial and scientific exhibits and clin- 
ical demonstrations will be held during the meeting. 




























































































































































































AMENDMENTS TO THE CONSTITUTION 













Article XIII of the Constitution of the Minnesota 
State Medical Association reads as follows: 

“The House of Delegates may amend any article of 
this Constitution by a two-thirds vote of the Delegates 
present at any Annual Session, provided that such 
amendment shall have been presented in open meet- 
ing at a previous session, and that it shall have been 
published twice during the year in the bulletin or jour- 
nal of this Association, and sent officially to each 
component society at least two months before the meet- 
ing at which final action is to be taken.” 

The following amendments have been presented in 
open session and have been published once in MINNE- 
sOTA MEDICINE. 

ARTICLE IV—COMPOSITION OF THE ASSOCIATION 

Sec. 1. This association shall consist of Members, 
Delegates, Affiliate Members, Honorary Members, As- 
sociate Members and Guests. 

Sec. 4. Affiliate Members. Affiliate members shall 
be those members of component district or county 
medical societies, who have held such membership for 
a period of 25 years, and have reached the age of 65 
years, or, through physical disability, are unable to en- 
gage in active practice, and who, upon their own re- 
quest to their district or county society, shall have 
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been declared Affiliate Members of such district or 
county societies. 

Sec. 5. Honorary and Associate Members. Honorary 
and Associate members shall be those elected to such 
membership by the House of Delegates on recommen- 
dation of the Council. 





OCHSNER MEMORIAL LECTURE 


The third Albert J. Ochsner Memorial Lecture of the 
North Side Branch of the Chicago Medical Society will 
be given by George W. Crile, of Cleveland, on Thurs- 
day, February 21, 1929, at the Germania Club, Germa- 
nia place and Clark street, Chicago. 

This lecture will be preceded by a banquet in honor 
of Malcolm LaSalle Harris, President Elect, and Frank 
Billings, Arthur Dean Bevan and William Allen Pusey, 
Ex-Presidents of the American Medical Association of 
Chicago. 

President William S. Thayer, the members of the 
Board of Trustees and other officers of the American 
Medical Association have accepted an invitation to 
these events. 

Those desiring to make reservations should commu- 
nicate with Miss Wolff, 25 East Washington street, 
Chicago. 





CONFERENCE OF SECRETARIES 


A Conference of the secretaries of the component 
medical societies of the Minnesota State Medical As- 
sociation will be held at the St. Paul Athletic Club, 
Saturday, February 23, 1929. Dr. Olin B. West, Sec- 
retary of the American Medical Association, will be 
present. An interesting program is planned and it is 
hoped that each society will be represented. 





MINNEAPOLIS SURGICAL SOCIETY 


The Minneapolis Surgical Society will hold its an- 
nual formal dinner meeting at the Nicollet Hotel, 
Thursday, February 7. Dr. A. R. Colvin of Saint Paul 
will speak on “The Manifold Nature of Osteomyelitis.” 





HENNEPIN COUNTY MEDICAL SOCIETY 


Dr. N. O. Pearce succeeded to the office of president 
of the Hennepin County Medical Society at the annual 
meeting of the Society. Dr. Pearce also is president 
of Hennepin County Tuberculosis Association. 

Dr. A. E. Hedback, retiring president, was elected 
chairman of the executive committee. Dr. Edwin L. 
Gardner is the new first vice-president and Dr. A. H. 
MacFarland, second vice-president. 





ST. LOUIS COUNTY MEDICAL SOCIETY 


The St. Louis County Medical Society planned a 
series of medical extension lectures for the winter 
months extending from December through March. The 
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OF GENERAL INTEREST 


program for the February and March lectures is as 
follows : 

February—“Industrial Factors in the Production of 
Lung Diseases,” Dr. Middleton, Madison, Wis., and 
“Functional Heart Disease and the Systolic Murmur,” 
Dr. Fahr, Minneapolis. 

March—Discussion on anesthesia in its various phases 
with a demonstration, Dr. Waters, Madison, Wis., and 
a lecture by Dr. McLean. 





RICE COUNTY MEDICAL SOCIETY 


Members of the Rice County Medical Society, the 
society auxiliary and nurses in the district were guests 
of Dr. and Mrs. J. M. Murdoch of Faribault at the 
State School for Feeble Minded, Thursday, January 24. 

A supper was served the guests at 6:30 o’clock, fol- 
lowing which a program was presented including musi- 
cal and dramatic selections given through the cour- 
tesy of the State School. 

Among the speakers of the evening were the follow- 
ing: Mrs. A. M. Hanson, secretary of the Medical 
Auxiliaty, Faribault, “County, State and National 
Auxiliaries”; Mr. F. Maley Brist, investigating attor- 
ney for the Minnesota State Board of Medical Exami- 
ners, Address on the work of the Board; Dr. W. H. 
Rumpf, Minneapolis, “Maternity Mortality in Minne- 
sota.” 

Dr. C. R. Wall of Northfield was elected to mem- 
bership. 

C. J. Pronske, M.D. 
Secretary. 





OF GENERAL INTEREST 


Dr. F. H. Magney of Duluth has been elected presi- 
dent of the Professional Men’s club of that city. 


Dr. Egil Boeckmann, Saint Paul, has been elected a 
director of the First National Bank of Saint Paul. 


Dr. D. C. Frise of Minneapolis was recently elected 
president of the Men’s Club of the Church of the Re- 
deemer. 


Dr. James K. Anderson, formerly of Crookston, has 
moved to Minneapolis, and has opened offices in the 
La Salle Building. 


Dr. C. N. McCloud of Saint Paul, who has been 
medical director of the Minnesota Mutual Life Insur- 
ance Company for several years, has been elected a vice 
president of the company. 


Dr. David Kadesky, St. Paul, is en route to Europe, 
where he will do additional graduate work in medicine. 
Dr. Kadesky will study in Germany and Austria. He 
is expected to return to St. Paul in nine months. 


Announcement has been made of the engagement of 
Mary Ayre Law, daughter of Dr. and Mrs. A. A. 
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Law of Minneapolis, to Mr. John MacDonald Webb, 
son of Mr, and Mrs. Robert W. Webb of that city. 


Two Saint Paul doctors were honored in the election 
of officers of the Sons of the Revolution at the recent 
annual meeting of that organization. Dr. H. O. Skinner 


.was elected president and Dr. Charles R. Ball, vice 


president. 


Dr. S. L. Murphy has returned to his offices with the 
Murphy Radium Service, 602 Nicollet Avenue, Minne- 
apolis, after a year of post-graduate work in oral 
surgery and the x-ray diagnosis of oral, sinus and re- 
lated lesions. 


Information has been received that there is a good 
opening for a physician at Northome, Minnesota, a 
town between Bemidji and International Falls. There 
is at present no physician in the town nor within a 
radius of twenty-five miles. 


Among the guests who will address the annual meet- 
ing of the State Medical Association will be Dr. El- 
liott P. Joslin, professor of medicine at Harvard Uni- 
versity, and Dr. George P. Muller, professor of sur- 
gery at the University of Pennsylvania. 


Application blanks for the Scientific Exhibit for the 
Portland session of the American Medical Association 
may be obtained upon request from the office of the 
Minnesota State Medical Association, 11 West Summit 
Avenue, Saint Paul, Minn. 


Dr. Paul B. Cook of Saint Paul sailed for Africa, in 
January. He will land at Mombasa, Africa, and with 
a party of eight will travel inland to the Nile river. 
They will cruise the length of the Nile for big game 
hunting. Dr. Cook will return to St. Paul after three 
months. 


Seniors in the University of Minnesota medical school 
will spend an internship of three weeks in one of Min- 
nesota’s three hospitals for the insane, at St. Peter, 
Rochester and Fergus Falls, according to an arrange- 
ment recently completed by Dean E. P. Lyon of the 
school, with the state board of control. 


Dr. George W. Caldwell assumes his duties as 
pathologist at the Miller Hospital, Saint Paul, February 
1. Dr. Caldwell received his training under Dr. Gideon 
H. Wells of Chicago and later became professor of 
pathology at Baylor College at Dallas, Texas. He 
comes to Saint Paul from Mineral Wells, Texas. 


The conference of secretaries of the affiliated socie- 
ties of the State Medical Association will be held this 
year at the St. Paul Athletic Club, February 23, 1929. 
Dr. Olin B. West, secretary of the American Medical 
Association, will address the meeting. Dr. Herman 
Johnson will tell of the legislative program contem- 
plated this year. 


The American Medical Association is sending to a 
group of physicians, picked at random, a question- 
naire on the cost of medical education and gross net 
incomes. These questionnaires should be answered 
and returned promptly. It is desired that this study 
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be impartial and representative as it will probably be 
used to answer assertions now made by those who are 
not of the medical profession. 


The renewal license fee of five dollars to the Min- 
nesota State Board of Medical Examiners was due 
January 1. Physicians are allowed the month of Jan- 
uary before the payment becomes overdue. Statements 
were issued in December to all licensed physicians but 
a number have failed to remit. The Board is forced 
to rely on this fée to carry on its activities. 


Dr. James R. Manley of Duluth gave a special series 
of lectures to a post-graduate class in surgery and ob- 
stetrics at the University of Kansas and also at the 
University of Oklahoma at Oklahoma City late in Jan- 
uary in response to a special invitation received from 
the two universities. Dr. Manley is one of five doctors 
chosen from among prominent surgeons throughout 
the country to give the special lectures. 


Amended articles of incorporation of the League 
Against Compulsory Medication, originally incorporated 
in 1925 in Ramsey County and now moving its head- 
quarters to Minneapolis, were recently filed with the 
Hennepin County Register of Deeds. H. E. Soule is 
named as president and Harold Solem as secretary of 
the league. The general purpose of the league will be 
to educate the public against serum therapy and the 
use of vaccine virus; to oppose compulsory vacinnation, 
inoculation, medication and bodily inspection and “to 
bring about reforms in the methods of public health ad- 
ministration.” 


HENNEPIN COUNTY MEDICAL SOCIETY WILL HAVE NEW 
QUARTERS 


Members of the Hennepin County Medical Society 
will be housed in the fourth largest medical building 
in the United States, and what is hoped will be the 
medical center of the northwest, when they move into 
their new quarters in the Medical Arts Building, Min- 
neapolis, July 1. 

A fifteen year lease has been taken by the Society for 
the entire nineteenth floor of the new building, which 
will have space for 250 doctors and 100 dentists. 

The top floor includes an auditorium with a seating 
capacity of 600, which will be equipped with complete 
facilities for medical lectures, meetings, exhibition of 
lantern slides and motion pictures. A library will be 
provided, with double any space available before, and 
lounging and reading rooms facing an open air terrace 
overlooking the entire city will be a feature of the new 
quarters. Persons wishing to do special study will be 
allowed the use of individual cubicles, and records and 
secretarial help will be provided. 

Comfortable chairs, a large fireplace, rugs, lamps, and 
tables, will furnish the lounge, where physicians may 
meet and entertain their friends, and ample kitchen 
quarters will be provided. 

Included in the building will be dental supply houses, 
a dental laboratory, optical companies, a prescription 
drug store, and other tenants approved by the group. 
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NEW AND NON-OFFICIAL 
REMEDIES 


The following articles have been accepted by the 
Council of Pharmacy and Chemistry of the American 
Medical Association. 

AsBott LABORATORIES 
Ampules Dextrose, 20 c.c. 
Ampules Dextrose, 50 c.c. 
Tablets Cinchophen-Abbott, 5 grains 
Armour & Co. 
Concentrated Liver Extract-Armour 
Eur Litty n Co, 
Ephedrine Hydrochloride-Lilly 
Pulvules Ephedrine Hydrochloride, % grain 
Pulvules Ephedrine Hydrochloride, % grain 
Solution Ephedrine Hydrochloride-Lilly, 3%. 
MacDoweLt Bros. 
MacDowell’s Wheat-Nut-Casein Dietetic Flour 
Merck & Co., INc. 
Bromipin 33 Per Cent 
H. K. Mutrorp Co, 
Pirquet Test for Tuberculosis (Bovine Type) 
Tuberculin Ointment (Moro Ointment) (Bovine 
Type) 
Tuberculin Intracutaneous (Bovine Type) 
Antivenin (Bothropic) 
NationaL Druc Co, 
Diphtheria Antitoxin 
Normal Horse Serum 
Pertussis Vaccine 
Pneumococcus Vaccine 
Rabies Vaccine-Human (Semple Method) 
Smallpox Vaccine 
Staphylococcus Vaccine 
Tetanus Antitoxin (Concentrated) 
Typhoid-Paratyphoid Mixed Vaccine 
Typhoid Vaccine 
Antistreptococcic Serum 
Typhoid-Paratyphoid A Vaccine 
Parke, Davis & Co. 
Scarlet Fever Streptococcus Toxin for Preventive 
Immunization-P. D. & Co. 
E. R. Sguips & Sons 
Sulpharsphenamine-Squibb, 0.9 Gm. Ampoules 
Tablets Ephedrine Hydrochloride-Squibb, % grain 
Tablets Ephedrine Hydrochloride-Squibb, % grain 








TRUTH ABOUT MEDICINES 


Syrup Ephedrine Hydrochloride (Double Strength)- 
Swan-Myers—It contains ephedrine hydrochloride- 
Swan-Myers (New and Non-official Remedies, 1928, p. 
176) 0.4390 Gm., in 100 cc. (% grain per fluidrachm) 
and alcohol 12 per cent. Swan-Myers Co., Indianapolis. 

Squibb’s Mint-Flayored Cod-Liver Oil—Cod liver 
oil-Squibb (New and Non-official Remedies, 1928, p. 
253) containing 0.67 per cent of oil of spearmint as 
flavoring. E. R. Squibb & Sons, New York. 

Tetanus Antitoxin (Bovine)—A tetanus antitoxin. 
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concentrated (New and Non-official Remedies, 1928, p. 
357) derived from the blood serum of cattle immunized 
against the toxin of B. tetani. Marketed in packages of 
one syringe containing 1,500 units (one immunizing 
dose). H. K. Mulford Co., Philadelphia. 


Capsules Ovarian Substance, Desiccated-P. D. & Co., 
5 grains—Each capsule contains 5 grains of ovarian 
substance, desiccated-P. D. & Co. (New and Non-official 
Remedies, 1928, p. 290). Parke, Davis & Co., Detroit. 


Tastets WHOLE Ovary-LeperLe, 21/2 grains—Each 
tablet contains 214 grains of whole ovary-Lederle (New 
and Non-official Remedies, 1928, p. 292). Lederle Anti- 
toxin Laboratories, New York. 


Rabies Vaccine-Gilliland (Semple Method).—An anti- 
rabic vaccine (New and Non-official Remedies, 1928, p. 
363) prepared according to the general method of David 
Semple (phenol killed). Marketed in packages of four- 
teen syringes each containing 2 c.c. The Gilliland Lab- 
oratories, Inc., Marietta, Pa. 


Antipneumococcic Serum. Type I.—This antipneu- 
mococcus serum (New and Non-official Remedies, 1928, 
p. 361) is also marketed in packages of one 50 cc. 
gravity container. E. R. Squibb & Sons, New York. 


Antistreptococcic Serum-Squibb.—This antistrepto- 
coccus serum (New and Non-official Remedies, 1928, p. 
362) is also marketed in packages of one 50 c.c. grav- 
ity container. E. R. Squibb & Sons, New York. (Jour. 
A. M. A., December 8, 1928, p. 1805.) 


Salyrgan—Mersalyl.—Sodium 4 o-[hydroxymercuric- 
methoxy-propylcarbamyl] phenoxy | acetate.—Salyrgan 
contains 39.6 per cent of mercury in nonionizable form. 
Salyrgan has been demonstrated to exert a destructive 
action on the spirochete of syphilis in rabbits, but is 
used chiefly as a diuretic. It induces diuresis only pro- 
vided sufficient renal tissue is still intact, and is there- 
fore contraindicated in acute diseases of the kidney as 
well as in advanced nephritis. It is effective in ascites 
and edema of cardiac and cardiorenal origin; also in 
ascites resulting from cirrhosis of the liver. Salyrgan 
is supplied only in the form of a 10 per cent solution in 
ampules of 1 cc. and 2 cc. H. A. Metz Laboratories, 
Inc., New York. 


Bromipin 33 Per Cent—Brominized Sesame Oil 
33 Per Cent-Merck—A bromine addition product of 
sesame oil, containing from 31 to 35 per cent of bro- 


mine in organic combination. It acts like the inorganic . 


bromides. The combination is not broken up in the 
stomach; but a portion of the bromine is split off 
in the intestine; the remaining compound is readily 
absorbed and largely deposited in the tissues, where it 
is slowly split up. The product is also used as a con- 
trast medium for roentgen diagnosis of the tracheo- 
bronchial tree. It is stated to be applicable in cases of 
mild or medium tuberculosis in which the use of an 
iodized oil is contraindicated. Merck & Co., Inc., Rah- 
way, N. J. (Jour. A. M. A., December 22, 1928, p. 
1995.) 
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Meeting of Nov. 14, 1928 

The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town & Country 
Club on Wednesday evening, November 14, 1928, at 
8 o’clock. Dinner was served at 7 o'clock. 

The meeting was called to order by the President, 
Dr. C. N. McCloud. There were 36 members and 1 
visitor present. 

Minutes of the October meeting were read and ap- 
proved. 


Dr. S. E. Sweitzer (Minneapolis) presented a patient 
with pellagra, which he had previously treated. The pa- 
tient had been in the hospital in July, 1928, and was 
discharged as cured. Lately he had started drinking 
about a quart of moonshine a day and came back with 
relapse of the disease as evidenced by the eruption on 
the hands and an extremely intractable diarrhea. 

A motion was made that the new Constitution and 
By-laws, as reported on at the previous meeting, be 
adopted as a whole. Motion seconded and carried. 

The scientific program of the evening consisted of 
the following: 


Dr. E. M. Hames (St. Paul) read a paper on “De- 
layed Traumatic Intracranial Hemorrhage.” (See 
page 86). 


DISCUSSION 


Dr. J. F. Corsetr (Minneapolis): I am deeply in- 
terested in this subject because these conditions that 
have been referred to are comparatively common. The 
statistics of the Coroner of Cook County show that 
a very large number of deaths due to head injuries 
were caused by extradural hemorrhage. I can recall 
at least 20 cases of extradural hemorrhage that all re- 
covered after operation except one case, and due to 
middle meningeal rupture. I can recall one case of 
subdural hemorrhage from the sigmoid sinus where 
bleeding was slow; that is, symptoms became appar- 
ent after four days. All cases of middle meningeal 
hemorrhage have come on in a short time, from in- 
stantly to 18 to 20 hours. The diagnostic points were 
progressive development of symptoms, but in one of 
the cases the condition was almost instantaneous with 
no interval. 

While these cases of extradural hemorrhage are com- 
paratively common, occasionally we get an uncommon 
one and then they are interesting. I recall a case of 
pachymeningitis hemorrhagica interna. This man I saw 
in the hospital. I did not know what was the matter 
with him. He went to Rochester and the real condi- 
tion was missed there. Two months later he came back 
here and we explored him and found a large pachy- 
meningitis hemorrhagica interna about the size of an 
egg. 

Two other cases I want to take time to mention. One 
was a boy who was struck by an automobile. He had 
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a badly fractured femur; was given an anesthetic and 
the femur was reduced. After he recovered from the 
anesthetic he became paralyzed on one side of his body 
and became unconscious. When I opened the skull 
there seemed to be nothing outside of the dura but I 
could feel a great deal of bulging so I went through 
the dura and what I found there was simply a large 
amount of water—about 2 ounces. We expected a bril- 
liant result, but the patient died. There couldn’t pos- 
sibly have been any bleeding, as the fluid was perfectly 
clear. This accumulation of serous fluid occurred un- 
derneath the dura. The other two cases were deep 
hemorrhages. One of these I explored and found a 
blood cyst, which I drained. The other one came on 
liwe a hemorrhage. Nothing was seen when I opened 
the skull. I went through the dura; there was bulging 
on the surface, I picked a hole in it and out came blood 
and it kept coming. I thought I had punctured a large 
artery. Fortunately the temporal muscle was lying near 
and I cut off a large piece of that and pushed it down 
into the open artery. After the operation he got con- 
trol of the hand and forearm but he had a spastic con- 
dition of the upper arm on that side. 

We do occasionally in the literature see cases of ex- 
treme delay of symptoms of brain hemorrhage fol- 
lowing trauma, the symptoms coming on at a late 
period, and claimed to be a true hemorrhage apparently 
coming on very late after an injury. The explanation 
Dr. Hammes gave seems reasonable. I have never seen 
a case of traumatic delayed hemorrhage that would 
stand the test of Stadelman’s Rules. It is, however, 
possible outside of a pachymeningitis that such may oc- 
cur, but I have never been able to prove it. 

Dr. Ropert Eart (St. Paul): One of the patients 
whom Dr. Hammes reported was unconscious 24 hours 
before the operation. Novocain with adrenalin was 
used locally, although these were not needed. The man 
was unconscious throughout the operation and never 
regained consciousness. There was a large subdural 
blood clot with adhesions to the dura. There was a 
considerable amount (about 2 ounces) of dark serous 
fluid in the cyst in the center of the blood clot. Had 
this been the only lesion we should have expected that 
the man would have regained consciousness while on 
the table, but he did not. I made a spinal puncture 
about sixteen hours after the operation was completed, 
but there was no blood in the fluid withdrawn. The 
spinal puncture was made to assist in determining 
whether or not the patient had a secondary hemor- 
rhage which later caused his death. 

With reference to the length of time after a head 
injury until the development of symptoms, I believe 
that in the case of injury to a small vessel, it may be 
a matter of a few hours before enough blood has 
leaked out to cause pressure symptoms or localizing 
signs. Then we have other cases in which localizing 
signs and symptoms of intracranial pressure do not 
develop for weeks, months or years. I have operated 
one man who was kicked by a horse and did not de- 
velop intracranial symptoms until 20 years after the in- 
jury. At operation I turned down a bone flap and di- 
rectly under the scar I found a cyst which had formed 
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in the old blood clot, causing sufficient intracranial] 
pressure to cause gradually increasing hemiplegia and 
coma. The man regained consciousness while on the 
table and made a complete recovery. 

I believe that in considering delayed symptoms from 
hemorrhage, we must think of the development of a 
cyst in the blood clot and that it is really the forma- 
tion of the cyst which causes increased intracranial 
pressure sufficient to give late symptoms. In cases in 
which the symptoms from intracranial hemorrhage de- 
velop a few hours after the injury, a small slowly- 
bleeding vessel has been injured. 

Dr. A. ScHwyzer (St. Paul): From the surgeon’s 
standpoint I want to add a thing or two. When we 
have a ruptured meningeal artery we go at it in the 
temporal region where it bifurcates. If you go in there 
and find nothing you may think it might be on the 
other side and you may find nothing there either, and 
still it may be an epidural hematoma. I recall that my 
former chief, Professor Kroenlein, had such a case, 
which was of great significance. The hematoma was 
far back under the parietal bone. The posterior branch 
of the middle meningeal artery had been ruptured. If 
it occurs that the hematoma is far back, unless you 
make a large flap or unless you probe far back, you are 
liable to miss it. I want to mention another observa- 
tion. A man was brought to the hospital unconscious 
after an injury to his head in the parietal region. He 
gradually improved and left the hospital without having 
had an operation. He came back about two months 
later and was reasonably well but somewhat quiet. 
That might have been his personality. He was sent 
home again. They brought him back after more than 
four months. He was then very sluggish in mentality, 
weak, and gradually became more or less unconscious. 
We opened the skull and found a pachymeningitis hem- 
orrhagica externa. We gathered up 180 cc. (6 ounces) 
of bloody fluid, and in addition perhaps 20 to 30 cc. 
were spilled. That could never occur unless the con- 
dition developed very slowly, because the patient would 
die from the pressure. The cases which develop symp- 
toms very late after injury are therefore at times due to 
a secondary irritative condition which is started by the 
primary hematoma. 


Dr. Emit S. Getst (Minneapolis) read a paper on 
“Loose Bodies under the Semilunar Cartilage.” Lan- 
tern slides were shown. 


DISCUSSION 


Dr. WaLLAce Core (St. Paul): I think these two 
cases of Dr. Geist’s are very unique. I looked up the 
literature myself on it after he reported the first case 
and I have been unable to find anything in the literature 
telling about this special type of free body. The 
mechanism of locking is peculiar. If it is an osteodias- 
tasis, did that body come from beneath the bone, be- 
come dislodged, and gradually give rise to symptoms 
as it grew larger? 

Dr. A. R. Corvin (St. Paul): Dr. Geist said some- 
thing very true during the course of his remarks and 
that is the tragedy of opening a joint and not finding 
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what you are looking for. Surgeons hesitate to open 
joints and we ought to be very thankful to Dr. Geist 
for calling attention to a loose body in that vicinity. 
I think we have all opened joints and not found what 
we were looking for and I shall certainly look in that 
particular place the next time. 


Dr. F. E. Burcu (St. Paul) reported a case, with 
lantern slide illustrations, of a plastic operation for 
the correction of diplopia. 


A motion was carried that the President appoint a 
Committee to draw up resolutions on the death of Dr. 
Arthur Sweeney, an Honorary Member of the 
Academy. 


The meeting adjourned. 
CarL B. Drake, M.D. 
Secretary. 





Meeting of December 12, 1928 


The regular monthly meeting of the Minnesota Acad- 
emy of Medicine was held at the Town and Country 
Club on Wednesday evening, December 12, 1928, at 
8 o'clock. Dinner was served at 7 o'clock. 

The meeting was called to order by the President, 
Dr. C. W. McCloud. There were 31 members and 1 
visitor present. 

The minutes of the November meeting were read 
and approved. 

Dr. E. M. Hammes read the following resolutions 
on the death of Dr. Arthur Sweeney. A motion was 
carried that these be spread upon the records of the 
Academy and a copy sent to the family of Dr. Sweeney. 


Dr. ArtHUR A. SWEENEY died November 7, 1928, at 
his home in St. Paul. He was engaged in active prac- 
tice to within a week of his death. His life of seventy 
years was well spent. Endowed with a sturdy physique, 
he was able to devote himself continuously to his pro- 
fession, in which he developed a large and appreciative 
clientele. Never content with mediocre work, routine 
examination, or ordinary explanation, he was ever 
searching for the new, the unusual, or the odd situa- 
tions and his studious interpretations of symptoms and 
findings led to many brilliant diagnoses. Within a prac- 
tice confined to the diagnosis and treatment of the 
diseases of the mind and nerves, he developed a posi- 
tion of authority in the field of medical jurisprudence. 
Upon this subject he lectured for years at the Uni- 
versity. He made and held inviolate a reputation of 


sterling integrity, profound judgment and honesty of 
purpose in this the most controversial of all fields of 


the practice of medicine. 
mental to his character. 

His conduct and deportment were peculiarly free 
from criticism and his motives were never questioned. 
While his attitude to the problem of the individual 
was one of intense interest and application, he devoted 
himself to the development of studies which related 
to large groups of the population. Mentality tests and 


These qualities were funda- 


113 


forms of examination of the individual received his 
enthusiastic attention. The interpretation of these tests 
and their classification were and are of great value, and 
may lead to basic changes in the field of pedagogy. 

Amidst days full of medical problems he found time 
to attend to the cultural aspects of life. While he 
himself found delight and profit along various avenues 
of study, such was his broad and generous purpose 
and impulse that he sought to bring the beautiful, the 
interesting, the important, to every member of his com- 
munity. Long years of association with the St. Paul 
Institute is a marked, but by no means the only, ex- 
hibition of his activities outside of his profession. 
Coupled with his delight in intellectual pursuits was an 
exceptional ability of expression shown in his many 
contributions to medicine and particularly in his man- 
ner of speech, not only as a conversationalist but as 
a public speaker. Nicety and clarity of diction sup- 
ported by a voice of sonorous tone brought delight, 
pleasure and information upon many subjects to many 
people and, in the field of debate, conviction. 

Dr. Sweeney’s whole attitude of life was an intense 
interest in the problems at hand and a vision of the 
future ever present, with the result that he never lagged 
but advanced with his years. 

In memory of Dr. Arthur Sweeney, your Committee 
offers this resolution— 

WHEREAS, The Academy of Medicine has lost by 
death the association of Dr. Arthur Sweeney as a fel- 
low of this society and as a member of the medical 
profession— 

BE IT RESOLVED, That the sentiments herein ex- 
pressed be spread upon the minutes and a copy for- 
warded to his family. 

(Signed) Harry P. Ritchie, 
E. M. Hammes, 
Frank E. Burch. 


A motion was carried that the election of new mem- 
bers be deferred until the next meeting. 

The scientific program of the evening consisted of the 
following case reports: 

Dr. C. B. WricHt (Minneapolis) reported a case of 
acute cholecystitis and acute pancreatitis, as follows: 

Mrs. R. S. On Tuesday morning, November 27, 1928, 
I was called to see this woman. When I arrived, at 
10 o’clock, she was in the bathroom. She walked back 
to bed and told me that she had been having terrific 
attacks of cramp-like pain in the upper abdomen start- 
ing two days before. The pain came on early in the 
morning and resembled gas pains; it was very severe 
and was localized in the upper abdomen, mostly to the 
right of the median line. She had vomited everything 
the first day and had taken nothing since. On the 
morning of the day I first saw her the pain had in- 
creased markedly in severity. On the first day she had 
been given a hypodermic of morphin; also on the sec- 
ond day. Although she had been in bed most of the 
time, she had at times been up and walked around. 
She had taken a cathartic early this morning and her 
bowels had moved several times. 

Superficial examination revealed a fleshy woman 45 
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years of age; a generally distended abdomen fairly 

rigid above the umbilicus, but not board-like; pulse was 

120 and regular. 

I advised her to go to the hospital immediately and 
she insisted upon walking down stairs to a car to be 
taken to the hospital. Upon arriving at the hospital 
she stepped into a wheel chair and was taken into a 
ward in the hospital. She apparently was suffering 
intense pain. After getting her into bed and giving 
her a quarter grain of morphin, I obtained the follow- 
ing history: 

She had always been healthy; had worked as a 
wash-woman to support five children and an alcoholic 
husband. Since August, 1928, she had had attacks of 
cramp-like pain in the upper abdomen which have in- 
creased in frequency. These pains would come on 
while she was at work and would last a few hours. 
They were very intense in character and would go 
through her abdomen to her back and shoulders, but 
they would last only a few hours. However, she had 
been working most of the time. She stated that she 
has never been jaundiced. 

Upon more careful examination at the hospital we 
found her blood pressure to be 124/86; rectal tempera- 
ture 100; heart and lungs clear; pulse 120; respiration 
rapid, costal in type; no edema. There were burns 
of the first degree over the upper part of the abdomen, 
where she said she had applied hot pads. Her ab- 
domen was generally distended. The patient was not 
in shock. I thought we could make out movable dull- 
ness in the flanks. The area of greatest tenderness 
was to the right of the median line in the gallbladder 
region, and this was the area of greatest pain, which 
she claimed went through to her back. There seemed 
to be a definite line of demarcation of greater rigidity 
above the umbilicus. Below this the abdomen was 
distended but not particularly rigid. The rigidity was 
not board-like. The outline of the spleen and liver, on 
percussion, was normal. There was no generalized cy- 
anosis. The leukocyte count was 11,900. A specimen 
of urine was not obtained. The patient was seen by 
Dr. George Dunn and we decided that she had some 
severe upper abdominal condition suggesting, more than 
anything else, a ruptured gallbladder. 

Upon operation at 12:30 by Dr. Dunn the abdomen 
was found to contain considerable dark fluid. There 
was much fat necrosis in the peritoneum and omentum. 
The omentum around the stomach seemed friable and 
hemorrhagic. The gallbladder was distended and very 
tense. Upon opening it, several gallstones were re- 
moved, together with a considerable amount of cloudy 
‘fluid. No stones were found in either the cystic or 
common ducts. The gallbladder was drained and the 
abdomen closed. 

The patient’s condition seemed fairly good until the 
following morning, when she became irrational and 
vomited. The pulse rapidly increased, became weak and 
irregular. The patient died at 2:30 p. m. on November 
28th, about 26 hours after the operation. 

Acute pancreatitis is not a common condition. A 
person may die within a few hours after an attack, 
due to hemorrhage or to what is called “shock,” or may 
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apparently recover, or may apparently improve and 
live for several weeks. The points in the diagnosis 
of acute pancreatitis usually stressed are: (1) the sud- 
den onset of excruciating pain in the upper abdomen 
radiating all over the abdomen and into the back; 
(2) pain which requires a grain or two of morphin for 
relief; (3) profound shock; (4) the presence of a 
ridge across the upper abdomen with absence of a 
board-like feeling; (5) vomiting and obstipation; (6) 
generalized cyanosis (particularly emphasized by Hal- 
stead); and (7) extreme tenderness in the upper ab- 
domen in the median line or, more frequently, to the 
left of the merian line. Fifty per cent of these cases 
have a history of previous disturbance in the gall- 
bladder region. 

In this patient we had evidently two distinct patho- 
logic conditions: (1) acute cholecystitis with marked 
distention of the gallbladder, and (2) acute hemor- 
rhagic pancreatitis, the exact onset of which is difficult 
to determine. The striking features of this case are: 
(1) the total absence of shock; (2) the definite local- 
ization of the pain and tenderness over the gallbladder 
region; and (3) the absence of vomiting after the 
first day, and the normal action of the bowels after 
a cathartic and without vomiting. 

Moynihan claims that this condition should usually 
be diagnosed. However, in a patient such as this, it 
would seem that a diagnosis of “acute pancreatitis” 
could not be more than a guess. We were not able 
to obtain a specimen of urine, although she voided 
once or twice involuntarily. From an extensive review 
of the methods of diagnosis of pancreatic disease, par- 
ticularly from a laboratory standpoint, Dr. Robert Coop 
came to the conclusion that there are no laboratory 
tests, either blood or urine, which will help us to any 
extent in diagnosis. 


Dr. Paut H. Gutrman (Minneapolis), by invitation, 
gave the autopsy report in this case (A-28-1536): The 
principal gross findings are as follows: There is a 
recent right rectus incision measuring 15 cm. in length 
and containing numerous drains in its upper and lower 
portions. There is marketd fat necrosis over the omen- 
tum and both visceral and parietal peritoneum. There 
is about 500 c.c. of bloody fluid in the peritoneal cavity. 
The intestinal surfaces are markedly hyperemic. There 
is thrombosis of the large branch of the pulmonary 
artery supplying the right lower lobe with massive in- 
farction of almost the entire lobe. The gallbladder is 
markedly thickened and of a bluish red color, attached 
laterally to a rubber tube. There are no stones present. 
The common duct is about three times the normal 
diameter. The dilation ends abruptly at the papilla, 
which is firm and its lumen is markedly constricted. 
The pancreas shows marked increase in size and areas 
of fat necrosis and hemorrhage throughout. There is 
extensive hemorrhagic necrosis throughout the lesser 
peritoneal cavity and mesocolon. The duct of Wirsung 
is traced to the common duct, where it ends about 1 cm. 
from the papilla of Vater. It is not dilated. 

Microscopic examination shows acute inflammation 
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throughout the walls of the gallbladder; fat necrosis; 
hemorrhagic pancreatitis. 

Anatomic diagnoses: (1) acute hemorrhagic pan- 
creatitis; (2) acute cholecystitis; (3) dilation of the 
common duct; (4) stenosis of the ampulla of Vater; 
(5) fat necrosis; infarct of lung. 

Comment: In this case two factors must be con- 
sidered in the etiology of the acute hemorrhagic pan- 
creatitis, i.c., the acute cholecystitis and the obstruction 
of the papilla. Following Opie’s work, little evidence 
had been produced to support his conclusion that the 
blockage of the bile duct by stone with subsequent 
conversion of the common duct and the duct of Wir- 
sung into a common channel will cause acute pan- 
creatitis, and the general opinion drifted to the lym- 
phatic route of infection from an infected gallbladder. 
Experimental and anatomic evidence, however, has 
failed to support the latter contention. Acute pan- 
creatitis has only been produced experimentally by the 
injection of bile into the duct of Wirsung. Recent 
investigation is pointing again to the bile duct route of 
infection. Noble and Manson have shown that the con- 
version of the common duct and the duct of Wirsung 
into a common passage is possible in the majority of 
cases, contrary to the opinion of Mann and Giordana. 
Much evidence is accumulating to indicate that under 
certain conditions there is sufficient pressure in the 
bile system to force bile up into the duct of Wirsung. 

In this case if is difficult to decide which factor is 
responsible. It appears that the regurgitation of bile 
into the duct of Wirsung seems more probable, but we 
cannot entirely rule out infection of the pancreas from 
the gallbladder by way of the lymphatics. 


DISCUSSION 


Dr. C. M. Cartaw (Minneapolis): I would like to 
ask Dr. Wright if the symptoms he first saw in the 
case were due to the pancreas or the condition of the 
gallbladder? 

Dr. H. T. Nriprerr (St. Paul): I would like to ask 
Dr. Wright if he had made a diagnosis of acute pan- 
creatitis, what would have been his treatment? 

Dr. Wricut: That was the problem we had con- 
fronting us: whether this was a case in which the 
symptoms of acute pancreatitis to a large extent were 
masked by the «cute gallbladder infection. The clini- 
cal picture was more like gallbladder disease on account 
of the location of the pain, the history of previous at- 
tack, and the absence of shock. Any one who had seen 
a large number of these cases would, however, un- 
doubtedly have been attracted by the feeling on palpa- 
tion of the abdomen, i.e., the transverse line of definite 
resistance without a board-like rigidity. I remember 
hearing Dr. Halstead tell us 25 years ago how he would 
recognize his next case. 

In answer to Dr. Nippert’s question: If one knew 
absolutely that a patient had an acute hemorrhagic 
pancreatitis, with conditions similar to those in this 
patient’s abdomen, one would not advise operation; cer- 
tainly not in the acute stage. If the patient survived 
and reached the abscess of cystic stage then operation 
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might be advisable. On the other hand—how can one 
be sure of his diagnosis without exploring? 


Dr. A. ScHwyzer (St. Paul): In pancreatitis fol- 
lowing cholecystitis, we have two sources to consider. 
Sometimes we have to accuse the direct communica- 
tion of the lymphatic of the gallbladder with the head 
of the pancreas and we very often see a swelling of 
the head of the pancreas in cholecystitis. In these 
cases usually the pancreatitis is of a milder form. We 
very often have a lumpy head of the pancreas, lumps 
as large as beans or almonds, which are somewhat 
movable. That is not a dangerous condition. We can 
close the abdomen up tight and the lumps will dis- 
appear. In one case I saw the pancreas stand out 
like a pyramid. We drained the gallbladder. Two 
years afterwards the patient had the same condition 
again, and again she had that very large pancreas 
which had receded between these two attacks. The 
second time we took the gallbladder out and she has 
had no trouble since, which means for a considerable 
number of years. 

The other form is the one where you have infection 
running back into the ducts. This is more serious. As 
Dr. Wright said, we can go at the cases of acute pan- 
creatitis if the diagnosis is made early, and it is not 
so very difficult to make, at least with a good degree of 
probability. There is enormous distress across the upper 
abdomen and distention, but the abdomen is not as hard 
or board-like as in perforated ulcers of the stomach. 
Then there is early (in the peracute cases) the feeling 
of collapse and impending death. Dr. Wright mentioned 
the possibility of injury to the pancreas from handling 
during his operation. This I do not think we need to 
consider. The pancreas is very likely to stand con- 
siderable handling if not infected. One case I want to 
mention. A young man riding a bicycle fell and the 


handle-bar of the bicycle went into the epigastrium. 
After a stormy initial time he improved. Then he 


came to me a month after the accident. He had a 
large swelling in his epigastrium and there was also 
free fluid in the abdomen. On opening him we found 
he had a lot of fluid in the abdomen which we had 
to remove. The fluid was clear. A bulging was seen, 
with the colon and stomach over it. Then we knew 
we had a condition in the lesser peritoneal cavity. 
After emptying the ascites as well as possible, we 
walled off an area between the colon and stomach. 
The gauze getting soaked, made walling off of doubtful 
safety. Through a tiny opening in the gastro-colic 
omentum a catheter was quickly inserted and about a 
quart of pus with some old blood was evacuated 
through this catheter. The pancreas had been crushed. 
That boy got well without any trouble. 

In another case a man who had had no food except 
water and milk for 5 weeks, as we had thought the 
condition to be an ulcer of the stomach, threw up a 
piece of what we had to consider to be sloughy pan- 
creas tissue after microscopic study. About two years 
afterwards I operated on him for gallstones and then 
the diagnosis became more definite. He had had a 
phlegmon of the pancreas with necrosis that broke 
through into the stomach. 
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I mention these cases to show that it depends on 
the virulence of the infection and its acuteness and 
extent, as to whether or not the patient is going to 
die. If simple handling of the pancreas were so 
dangerous we would see more trouble when operating 
on it, as, for instance, one has to take some pancreas 
tissue along at times in extensive resections of the 
stomach. 


Dr. E. M. Hammes (St. Paul) reported two cases: 

1. A case of Subarachnoid Hemorrhage associated 
with Pregnancy. A female, age 41, was seen in con- 
sultation with Dr. Hugh Beals, November 30, 1928. 
The family history was negative. Her personal history 
was negative except at the age of ten she had a severe 
attack of typhoid fever. This was complicated by a 
myositis of the neck muscles with subsequent con- 
tractures. 7 *se were operated on by the late Dr. 
Arthur Gilletic. She had passed through three normal 
pregnancies. This last pregnancy had been normal 
throughout without any evidence of nephritis, and there 
was a normal blood pressure. On the way to the 
hospital on November 26, 1928, she was delivered in 
the automobile. She stated that she had practically no 
labor pains. Three days later she complained of pain 
and rigidity of the neck muscles. She states that this 
pain was similar in character to the one when she had 
the myositis 31 years ago. This gradually became 
more pronounced and along with it she became some- 
what flighty and talkative. Her temperature varied 
between normal and 100.4; pulse 110. On the after- 
noon of the fifth day her pulse suddenly became very 
rapid (160), without any increase of her other symp- 
toms. An examination at 9 p. m. revealed the follow- 
ing: 

The patient was somewhat flighty and had difficulty 
in concentrating. She had marked rigidity of the neck 
and a positive Kernig. Her eyes were restless and 
jerky. All reflexes, sensation, fundi, and so forth, 
were normal. Temperature was 100.6; pulse 120. My 
first impression was a tuberculous meningitis. A lum- 
bar puncture was performed and we had some difficulty 
in inserting the needle. The spinal fluid was uni- 
formly bloody. About 20 c.c. were removed under 
somewhat increased pressure. There was some relief 
of her symptoms. The following morning Dr. Beals 
performed another lumbar puncture, removing 30 c.c. 
of bloody spinal fluid. The patient’s condition grad- 
ually grew worse and she died three days later. 

A postmortem was performed. All findings were 
negative except for.a marked hemorrhagic exudate 
over the entire brain extending into the spinal canal. 
Careful search of the cerebral blood vessels revealed 
no evidence of a ruptured blood vessel or an aneurysm. 
Further microscopic studies of the brain are being 
made. However, in the absence of any ruptured cere- 
bral blood vessel or aneurysm, one is probably dealing 
with a case of spontaneous subarachnoid hemorrhage. 
The pathology of this condition is primarily in relation 
to the cerebral venous circulation with perivascular 
exudates around the veins. 

This is the second case of this kind I have en- 
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countered closely associated with pregnancy, with nor- 
mal blood pressure. It would be of interest to hear 
from the obstetricians whether this condition is more 
common than one suspects. 


DISCUSSION 


Dr. F. L. Apatr (Minneapolis) : 
toxemia associated with this? 

Dr. HAMMES: None whatsoever. 

Dr. Apair: You can have hemorrhages in various 
portions of the body following delivery but I have 
never seen one of this kind cause serious damage. You 
get subconjunctival hemorrhage and emphysema from 
rupture of the lung, and I suppose it is quite possible 
to get an intracranial hemorrhage though I have never 
seen one except in association with convulsive toxemias, 


Was there any 





2. The second case was a primary hemangioma of 
the mid-dorsal vertebre with an associated transverse 
myelitis. The patient was operated on by Dr. Wallace 
Cole and made recovery. Full details of this case will 
be published later. 


DISCUSSION 


Dr. A. Scuwyzer: It would be interesting to know 
more about the pathology of this case. It had been de- 
clared malignant, but ordinary hemangiomas are not 
malignant and they respond very well to radium. | 
would imagine it would be well to try x-ray and ra- 
dium here. In one case where we had a malignant 
growth in a dorsal vertebra, causing paralysis, we went 
into the vertebra and put 50 mg. of radium rather near 
the cord (about 2/3 of an inch or an inch away). We 
rather recklessly left that in for 48 hours, knowing 
that of all tissues the nervous tissue is least damaged 
by #-ray and radium. That woman did not have any 
damage from it. On the contrary, the paralysis im- 
proved. She walked again a little after a while, but 
she died of her malignancy. In that case there was 
no damage done by 48 hours of 50 mg. in very close 
proximity to the cord. 


Dr. A. Schwyzer (St. Paul) reported the following 
case: Two weeks ago today I had a case of carcinoma 
of the lesser curvature of the stomach. The patient 
was very anemic. We transfused her and did a modi- 
fication of the Polya operation. (Diagram on black- 
board.) It is on account of the modification which I 
have now done several times that I mention the case. 
[ think it is worth while. We had to go far up on 
the lesser curvature of the stomach. (Shown on dia- 
gram.) The upper two-thirds of the wound on the 
stomach were sewed up and inverted. On the lesser 
curvature inversion was somewhat under tension. We 
then sewed the gut to the whole length of the original 
stomach wound posteriorly. The suture started at the 
lesser curvature and reached the greater curvature, 
where it was left long. We then cut a hole into the 
gut corresponding to the stomach opening and closed 
this anastomosis by two sutures. Then the thread of 
the first posterior suture was continued from the 
greater curvature up to the point or origin on the lesser 
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curvature. I think this modification will sometimes be 
welcome, when there is some fear for the suture far 
up. The gut then insures the suture, insures a free 
outlet, and a not too free inlet from the upper loop 
of jejunum. 


Dr. Cart B. Drake (St. Paul) reported a case of 
coronary thrombosis, as follows: 

The following case of coronary thrombosis is pre- 
sented because of the fact that the patient was only 40 
years of age, had never had a previously recognized 
anginal attack, and had had such a variety of previous 
illnesses as to confuse the picture. 

I saw the patient at 3 a. m. November 28, 1928, when 
he was suffering from an agonizing pain in the pit of 
the stomach. The patient was in such evident agony, 
as evidenced by pallor, profuse sweating, and his state- 
ment that he was dying, that a hypo of morphin gr. 
¥, and atropin gr. 1/75 was given at once. No relief 
being obtained, the %4 grain of morphin was repeated 
in about ten minutes. 

The pain was located in the epigastrium just below 
the ensiform and did not radiate up into the neck, 
shoulders, or arms, nor through to the back. There 
had been no vomiting or disturbance of the bowels and 
there was no increased abdorninal resistance. There 
was some epigastric tenderness and the gallbladder re- 
gion was slightly tender. There was no tenderness in 
the region of the appendix or kidneys. The heart 
rate was 100, regular, and no murmurs were heard. 
The radial arteries were markedly sclerosed and tor- 
tuous. 

My impression was that I was dealing with a gall- 
bladder colic, although the marked radial thickening 
suggested the possibility of a coronary or mesenteric 
thrombosis. The patient’s age was rather against a 
thrombosis. When the second hypo failed to- give re- 
lief, fearing I might be overlooking a surgical condi- 
tion such as an ulcer which had perforated into the 
lesser peritoneal cavity or a volvulus, and upon the 
suggestion of the family, I called Dr. Hammond. By 
the time he arrived the pain was much relieved al- 
though the tenderness and epigastric discomfort per- 
sisted. Vomiting occurred several times before the pa- 
tient reached the hospital at noon. 

The following history was elicited: 

In 1918 a moderate sized kidney stone had been 
passed from the left kidney. Nocturia three or four 
times each night had persisted since. 

In 1919 the patient had had several pulmonary hem- 
orrhages varying in amount from a teaspoonful to a 
cup, and he was told he had tuberculosis. 

In 1921 he had the symptoms of and was diagnosed 
appendicitis, but was not operated upon. Again last 
December he had pain and tenderness in the lower 
right quadrant but recovered on an orange juice diet. 

He stated he had had pleurisy in the winter of 1925 
and again in 1926 and had suffered from hay fever 
and asthma each year. He had never been jaundiced. 

While in the hospital the patient was extremely ner- 
vous, especially at night, and continually wanted to go 
home. Aside from some epigastric distress and oc- 


117 


casional spells of coughing he had no symptoms. His 
pulse varied from 88 to 110. His temperature was 
normal the first day in the hospital, then ran as high 
as 101.4°, being usually normal each morning. His 
blood pressure was 168/118 on admission. 

The heart was percussed 10.5 cm. to the left; the 
heart tones were regular, and no murmurs nor fric- 
tions were ever heard. 

Numerous rales were heard at one or both lung bases 
at times. The apices were clear. Blood-tinged spu- 
tum was raised, but four specimens failed to show any 
tubercle bacilli. 

A tender spot the size of a dollar was located just 
below the ensiform process, which also was the loca- 
tion of the discomfort and previous pain. The gall- 
bladder area was a little tender. The kidneys were not 
palpable, nor were the kidney or appendix regions 
tender. 

The urine contained 10 to 15 r. b. c. and the same 
number of pus cells and a trace of albumin at times. 
No bile was found. There was a leukocytosis of 23,000 
upon admission. X-ray of the genito-urinary tract 
showed only calcified arteries in the region of the low- 
er ureters. 

The patient at his own request left the hospital Dec. 
5th, after a week in bed. 

He was seen at home on the morning of Dec. 7th 
and, aside from rales at both lung bases, pulse 100 and 
a rather poor muscular quality to the heart tones, noth- 
ing was found. At 4:30 in the afternoon I was called 


in a hurry on account of a choking spell. He was 


comfortable when I arrived at 5 p. m. 
Up to this time I must confess I was inclined to the 
diagnosis of a kidney stone on account of the blood 


cells in the urine, the history, and severe colic. When 
the choking spells appeared, the picture was clear and 
his wife was told of the seriousness of the situation. 

The patient died at 2:30 a. m. (December 8th), just 
ten days after the occurrence of the thrombus. 

Autopsy by Dr. Kano Ikeda showed in brief the fol- 
lowing: 

The descending branch of the left coronary artery 
was completely thrombosed and a large infarct involved 
the wall of the left ventricle. The inner portion of the 
ventricular wall showed a marked, recent degeneration 
of the heart muscle. There was an excess of slightly 
cloudy fluid in the pericardial sac. There was a small 
thrombus in the tip of the left ventricular chamber. 

There was a generalized edema of both lungs and 
two calcified tuberculous nodules 0.5 cm. in diameter 
were found in the lower portion of the upper right lobe 
with adherent pleura in that region. 

There were’ scattered calcified miliary tubercles 
throughout the spleen. A few healed tubercles were 
visible on the surface of the liver. The gallbladder was 
normal. 

The left kidney was about half the normal size. No 
calculi were found. Both ureters were slightly dilated. 

The appendix was firmly bound down in the pelvis. 

There was a marked generalized arteriosclerosis in- 
volving coronaries, aorta, renal and popliteal arteries. 

This is the fifth case of coronary thrombosis I have 
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seen in the past four years. The first one developed a 
pericardial friction, the second a hemiplegia, the third 
(a woman suffering from diabetes) recovered, and the 
fourth died in about two weeks after the onset. These 
patients were all elderly and all but one died. 

An electrocardiogram often gives in this condition 
very definite information and is of distinct diagnostic 
value. 

It has been proven conclusively that patients with 
coronary thrombosis do recover but are likely to suc- 
cumb in a subsequent attack. The arteriosclerosis is, 
of course, the predisposing cause and it is progressive. 


DISCUSSION 


Dr. J. F. HAMMonp (St. Paul): When I saw this 
man I thought he was having a gallbladder attack. The 
question of the pancreas came up, and also perforated 
ulcer, but I thought those could be ruled out. When I 
advised (also Dr. Drake advised) him to go to the 
hospital for observation I told his family I thought it 
was a gallbladder attack. When he got to the hospital 
he was feeling better, but he was rather anxious to be 
operated on that day. The next I heard about him, 
pus and blood cells were reported in the urine. Then 
I thought I was wrong again, and decided the trouble 
might be in the kidney. Dr. Drake kept telling me 
about the arteriosclerosis but I was not much impressed. 
I did not see much of the patient in the hospital. The 
next I heard about him he had gone home, and then a 
little later that he was dead. 


Dr. A. R. Hatt (St. Paul): I think there are a few 
points that help out in the diagnosis of these coronary 
cases which are so confusing. These patients have fe- 
ver in a very short time after the attacks of pain; they 
have a slight leukocytosis shortly after and then a 
marked leukocytosis, which might well be confusing. 
Then one is often struck by the appearance of the pa- 
tients. They look a little different than patients with 
other acute pain. They have an ashy gray appearance, 
different than we see in gallbladder attacks and in the 
perforations. I think that peculiar color is very fre- 
quently present. Then the pain is very often located 
in the upper abdomen. I have had the experience of 
diagnosing gallbladder, and coming to the correct diag- 
nosis through the failure of relieving the pain with 
moderate doses of morphin. I think that is the rule; 
they often cannot be relieved at all with morphin. The 
thing that always struck me in these cases is the very 
marked systemic reaction to so small a lesion. I have 
seen them go on to death with a very small area of 
necrosis or softening and yet with most marked sys- 
temic reactions. Practically all have fever, and prac- 
tically all have marked leukocytosis. A leukocytosis 
usually means a bacterial infection. These are not bac- 
terial infections and I do not know why they get such 
a marked general reaction as they do. It is not a 
rare condition at all and it is a condition in which a 
patient’s life may often be saved by keeping him from 
oeing operated on. If the added strain of an opera- 
tion were put on the patient he might easily succumb. 
Quite a goodly number recover from these attacks and 


MINNESOTA MEDICINE 


[February, 1929] 


go on for a number of years. Personally I can recall 
two men who had attacks at least three years back, 
One I think is quite well today. 

Dr. C. B. Wricut (Minneapolis): It is interesting 
to know just how little circulation you may get 
through the coronary before there are marked symp- 
toms. I saw Dr. Bell perform an autopsy on a com- 
pensation case not long ago. ‘The patient had been 
seen by a good internist shortly before his death, who 
had pronounced his heart normal. At postmortem the 
descending branch of the left coronary artery was so 
small a pin could hardly have been introduced. The 
opening was so small that the embalming fluid had only 
slightly invaded the left ventricle, while the right ven- 
tricle was very well permeated. It undoubtedly is the 
sudden stopping of the circulation which produces the 
acute symptoms. I would like to ask Dr. Drake if 
there were any sudden changes in blood pressure noted 
or anything in the heart tones to suggest a cardiac ori- 
gin for the pain. The appearance of the heart sug- 
gests a long-standing hypertension which would explain 
the coronary sclerosis. 

Dr. Drake (St. Paul): The findings, on examina- 
tion of the heart, were almost entirely without indi- 
cations of anything wrong with the heart. That was 
one of the reasons why | was so slow in coming to 
the diagnosis. There were never any murmurs, no 
irregular rhythm, no abnormal accentuation, no fric- 
tion; but there was something about the heart tones 
that gave me the impression of their not being of good 
muscular quality. The blood pressure was 168/115. 
Unfortunately, it was taken just once. The blood 
pressure is reported to become progressively lower in 
these cases. We should have had an electrocardiogram 
on this patient but it was not obtained for financial 
reasons. Probably it would have given us very definite 
information which would have aided in the diagnosis. 

Question: Was a Wassermann taken? 

Dr. Drake: A Wassermann was not done. 
is not an etiological factor in this condition. 

Dr. Hatt: Did he have a previous history of hy- 
pertension? 

Dr. DRAKE: 
blood pressure. 

Dr. H. B. Sweerser (Minneapolis): Is it not un- 
usual to have this condition in so young a person, and, 
if so, what is the etiology of it. 

Dr. Drake: The four cases I have seen previously 
were in elderly individuals; one was a female, and all 
died except the woman, who was a diabetic. This man 
was only 40 years old. I do not know what the etiology 
of arteriosclerosis is. Three of these men I have seen 
have been inveterate cigarette smokers; the woman 
was not. Tobacco and nicotin have been described as 
etiologic factors of arteriosclerosis, especially in Polish 
Jews. Smoking has not been found to be a causative 
factor in the cases reported. 

Dr. SwEetseR: Had he been in the army? 

Dr. Drake: Yes, he had been in the army. He had 
been in the Veterans’ Hospital two or three years ago 
for nervous breakdown. 

Dr. WricHt: This man had hypertension? 


Syphilis 


He had been told that he had high 
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Dr. DRAKE: 
pertension. 

Dr. WricHT: What would cause the hypertension? 

Dr. DraKE: The cause of hypertension is as obscure 
as the cause of arteriosclerosis. The two conditions 
need not accompany each other. That is, there may be 
4 marked generalized arteriosclerosis without hyperten- 
sion. Also arteriosclerosis need not be generalized but 
sclerosis of the coronaries, according to reports, al- 
ways is associated with and is the cause of coronary 
thrombosis. 


He said he had been told he had hy- 


Dr. F. L. Aparr (Minneapolis) reported the follow- 
ing case: 

P. L, age 33; grav. III, para. I]. White. 

The patient was admitted to the hospital November 
29, 1928, at 9:30 a. m., complaining of painless bleeding 
and pregnancy at term. She began to have painless 
bleeding six weeks previous to entrance. This occurred 
at intervals of eight to 10 days, and was slight in 
amount. A 2 a. m. on the day of entrance the bleeding 
became very profuse and continued so. She was seen 
by an outside physician and sent into the hospital with 
the diagnosis of placenta previa. 

Family history negative. She had measles and chick- 
enpox in childhood. No operations. Menses were es- 
tablished at the age of 13, regular at intervals of four 
weeks, four days’ duration and not painful. The last 
period was February 10, 1928. There were two pre- 
vious pregnancies normal in character, full term, and 
resulting in spontaneous deliveries. A manual removal 
of the placenta was done at the last labor in 1926. 

The present pregnancy was uneventful until the third 
trimester when the patient began to have the bleeding. 
Physical examination on entrance showed a well-de- 
veloped, fairly well-nourished white female, very pale 
and anemic in appearance. Blood pressure 120/70, pulse 
110, temperature normal. Heart and lungs normal find- 
ings. Abdominal examination revealed breech in fun- 
dus, fetal back on the right, small parts on the left, 
and head floating at the pelvic brim. Fetal heart rate 
was 160, best heard in the right lower quadrant. On 
rectal examination no presenting part was palpable and 
no dilatation or effacement of the cervix was found. 

Pelvic measurements: Interspinous 26 cm., intercris- 
tal 28, intertrochanteric 30.5 cm., external conjugate 
20.5 cm. 

Laboratory data: Urine showed a faint trace of al- 
bumin, 5-8 red blood cells, and 5-6 pus cells. Hemo- 
globin 44 per cent. 

The patient was seen in consultation by the staff at 
ll a. m. and it was decided to induce labor with small 
doses of pituitrin. Pituitrin M iii was given at 11:30 
a.m. At 11:45 the patient was having uterine con- 
tractions, was perspiring profusely and seemed to be 
going into shock. Her face was very cyanotic, pulse 
at radial artery was not perceptible. and blood pressure 
40 systolic. Adrenalin M v, and caffein sodium ben- 
zoate gr. x, were given. At 11:55 the patient had a 
convulsion lasting 3 minutes. She recovered somewhat 
and in a few minutes had a second convulsion of ten 
minutes’ duration. Convulsions were clonic in type, be- 
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ginning in the arms and then occurring in the legs. 
The patient became very cyanotic, had stertorous 
breathing, frothed at the mouth, bit her tongue and 
became unconscious. Chloral hydrate gr. 40 and sodium 
bromide gr. 30 were given per rectum. The patient re- 
gained consciousness and the blood pressure rose to 90 
systolic. Pulse became stronger but was very rapid. 
She continued to have labor pains at 5- to 8-minute in- 
tervals. At 1:45 p. m. a vaginal examination was done. 
The vagina was found to be full of old blood clots, 
cervix was 90 per cent effaced and the external os 7 
cm. dilated. The head was presenting, station above 
the spines, and position right occiput posterior. The 
patient was put on the delivery table. She continued 
to have pains and was very restless as one in labor. 
The fetal heart was not heard at this time. Vaginal 
bleeding was moderate in amount. At 2:15 p. m. the 
condition of the patient suddenly became critical, pulse 
was imperceptible, lips cyanotic, pupils dilated, face very 
pale and extremities cold. She was prepared for de- 
livery. An application of forceps was unsuccessful so 
a version and breech extraction was done by the resi- 
dent obstetrician. Delivery was easily and rapidly per- 
formed. The infant was stillborn. A large amount of 
dark blood was passed. The placenta was removed 
manually. The condition of the patient was critical at 
this time. Death occurred at 2:30 p. m., fifteen min- 
utes following delivery. 

Abstract of Autopsy Report: Autopsy was done 
about 2 hours postmortem. The main findings were old 
fibrous pleural adhesions; the heart weighed 320 
grams, muscles of a light brown color and very flabby; 
valves and coronaries were normal; the root of the 
aorta was normal. The left lung weighed 260 grams 
and the right 265 grams. Crepitation was present 
throughout. The spleen weighed 165 grams. The fol- 
licles were distinct and the pulp was normal. The liver 
weight 1,795 grams and was rather pale, showed no 
hemorrhages or areas of necrosis. The gastrointestinal 
tract, pancreas, and adrenals were normal. 
bined kidney weight was 280 grams. 
slightly increased in thickness. 
tinct and of a darker red color. 
markings were lost. 


The com- 
The cortex was 
The medulla was dis- 
The normal cortical 
The kidney pelves, ureters, and 
bladder were normal. The uterus weighed 180 grams 
and was rather pale. There was very slight laceration 
on the posterior lip of the cervix. The musculature 
was of good consistency. The uterine cavity was free 
of blood. The site of placental attachment was low on 
the anterior wall. 
The pathological diagnoses were: 
1. Postpartum uterus 
2. Placenta previa 
3. Nephrosis 
4. Bronchopneumonia 
Microscopic findings: Liver was normal. Kidneys— 
nephrosis. The lungs showed scattered areas of bron- 
chopneumonia. Appendix and pancreas and spleen nor- 
mal. Uterus section shows some areas of hemorrhage 
and numerous collections of polymorphonuclear cells. 
DISCUSSION 


Dr. Apatr: The relation of the pituitrin to this is 
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problematical. The urine showed only a faint trace of 
albumin, but nothing else. The blood pressure was 
very much below normal. It has been stated that we 
sometimes do have symptoms with pituitrin but with 
a small dose of 3 min. it hardly seems possible. I have 
given pituitrin hundreds of times and never have seen 
anything like this. 

Dr. H. T. Nipperr (St. Paul): I can’t see how 3 
min. of pituitrin could cause anything of that kind. 

Dr. McCLoup: What would you ascribe as the cause 
of death in that case? 

‘Dr. Aparr: I don’t know; it looked like a case of 
eclampsia. 

Dr. C. M. Cartaw (Minneapolis) : 
muscular paralysis? 

Dr. Aparr: There was no paralysis at all. 

Dr. F. W. Scuistz (Minneapolis): Ata a recent 
pathological conference Dr. Wangenstein reported some 
experimental results with pituitrin and its effect upon 


Was there any 


[February, 1929} 


blood pressure in surgical abdominal procedures. Any 
rapid fall in blood pressure resulting from sudden re. 
lease of intra-abdominal pressure or tension could be 
counteracted by the injection of pituitrin. Both clinical 
and experimental experience showed that pituitrin unj- 
formly had that effect. These results would tend to 
prove that the administration of pituitrin could hardly 
have been a contributing factor in bringing about the 
sudden fatal termination of Dr. Adair’s case. 

Dr. Nrppert: Do you think it was just a case of 
shock? 

Dr. Aparr: It would be difficult to account for the 
convulsions on that basis. There was no sign of em- 
bolism—either air, or any other kind. 


The meeting adjourned. 
Cart B. Drake, M.D. 
Secretary. 





PHYSICIAN’S OFFICE FOR RENT. Good location 
in connection with dentist. Corner Thomas and 
Hamline, Saint Paul. Call Midway 5467. 


WANTED—Salaried appointments for Class A Physi- 
cians in all branches of the medical profession. Let 
us put you in touch with the best man for your open- 
ing. Our nation-wide connections enable us to give 
superior service. Aznoe’s National Physicians’ Ex- 
change, 30 North Michigan Ave., Chicago. Estab- 
lished 1896. Member The Chicago Association of 
Commerce. 


BETHANY HOSPITAL, 3701 Bryant Avenue South, 
Minneapolis, is equipped to care for limited number of 
maternity cases at a nominal fee. New building. 
Light, airy rooms. Good food. Call Colfax 0016 
or in person at above address. 


FOR SALE—Hanovia Alpine lamp, direct current, prac- 
tically new, used 25 hours. Cost, $345.00. Will sell, 
$225.00. Address Dr. J. M. Sansby, 744 Lowry Build- 
ing, Saint Paul, Minn. 


FOR SALE—A $9,000 general practice in city of 
3,000 in southern Minnesota. Good opportunity to 
make money from start. Ideal living conditions. 
Equipment complete with X-ray, diathermy, quartz 
light, etc. Going on fellowship April 1. Address 
D-3, care MINNESOTA MEDICINE. 


COUNTRY HOME—10 minutes from downtown Saint 
Paul. New artistic English Home with bluff view. 
On Sibley Highway. Distinctive, complete appoint- 
ments of latest type. Spacious grounds. Clapp- 
Thomssen Company, 915 Commerce Building, Saint 
Paul. 


FOR RENT—Physician’s and Surgeon’s Offices, 3807 
Nicollet Ave. Waiting room in common with estab- 
lished dentist. Rent very reasonable to right party. 
Call Main 4602, Minneapolis. 


FOR SALE—One Standard Type “D” X-Ray Genera- 
tor, Alternating Current, Tube Stand, Coolidge Tube, 
Vertical Fluoroscope and Accessories, perfect work- 
ing order. Price, $625.00. Address D-2, care 
MINNESOTA MEDICINE. 














